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Evaluating the Effectiveness of Clinical Supervision in the Care Coordination 
Workforce 
Abstract 
Clinical supervision is noted in other fields as instrumental to attaining better outcomes for people who 
receive care. This study which occurred in New York State during the COVID-19 pandemic, explored using 
the Manchester Clinical Supervision Scale (MCSS-26) alignments between the perceptions of care 
coordinators and care coordinators’ supervisors of the effectiveness of clinical supervision in the health 
home context, the impact of COVID-19 on clinical supervision sessions, increased remote care 
coordination, and best practices of clinical supervision in the health home. Findings revealed differences 
in perceptions of the effectiveness of clinical supervision and of the impact of COVID-19 on clinical 
supervision. There were alignments on MCSS-26 subscales of “Importance and Value of Supervision,” 
“Finding time,” and “Trust and Rapport” and on the effectiveness of the increase in remote care 
coordination. However, misalignments were significant on the MCSS-26 subscales of “Improve Care,” 
“Reflection,” “Supervisor Support and Advice” and the overall perception of the effectiveness of clinical 
supervision. There was further misalignment in the perceptions of care coordinators of the impact of 
COVID-19 on clinical supervision. However, few care coordinators and most of the care coordinators 
supervisors’ satisfaction remain the same with both in-person clinical supervision and telesupervision 
during COVID-19. Finally, findings revealed that current supervisory practices did not mirror best practices 
of clinical supervision in the area of discussion of topic related to self during clinical supervision while 
practices such as the frequency, duration of clinical sessions, and discussion of client care mirrored best 
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Clinical supervision is noted in other fields as instrumental to attaining better 
outcomes for people who receive care. This study which occurred in New York State 
during the COVID-19 pandemic, explored using the Manchester Clinical Supervision 
Scale (MCSS-26) alignments between the perceptions of care coordinators and care 
coordinators’ supervisors of the effectiveness of clinical supervision in the health home 
context, the impact of  COVID-19 on clinical supervision sessions, increased remote care 
coordination, and best practices of clinical supervision in the health home. Findings 
revealed differences in perceptions of the effectiveness of clinical supervision and of the 
impact of COVID-19 on clinical supervision. There were alignments on MCSS-26 
subscales of “Importance and Value of Supervision,” “Finding time,” and “Trust and 
Rapport” and on the effectiveness of the increase in remote care coordination. However, 
misalignments were significant on the MCSS-26 subscales of “Improve Care,” 
“Reflection,” “Supervisor Support and Advice” and the overall perception of the 
effectiveness of clinical supervision. There was further misalignment in the perceptions 
of care coordinators of the impact of COVID-19 on clinical supervision. However, few 
care coordinators and most of the care coordinators supervisors’ satisfaction remain the 
same with both in-person clinical supervision and telesupervision during COVID-19. 
Finally, findings revealed that current supervisory practices did not mirror best practices 
of clinical supervision in the area of discussion of topic related to self during clinical 
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supervision while practices such as the frequency, duration of clinical sessions, and 
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Chapter 1: Introduction 
Background 
Health care spending in the United States is one of the critical issues various 
stakeholders (policy makers, government, taxpayers, patients, etc.) deal with both at the 
macro (systems) and micro (individual) levels. In 2017, America spent $3.5 trillion in 
health care expenditures or 17.9 % of the annual gross domestic product (Center for 
Disease Control and Prevention [CDC], 2019). America’s GDP of 17.9% is the highest 
compared to other developed countries (Sweden, France, Germany, etc.), where health 
care spending accounts on average for 8.8% of the country's GDP (Organization for 
Economic Cooperation and Development [OECD], 2019). Despite the high spending on 
health care in the US, health outcomes are no better than the results of other countries 
that spend less. The United States lags in health metrics with poor measures of recorded 
life expectancy, mortality, and disease burden rates. The discord between the high 
spending and poor outcomes jeopardizes the fiscal well-being of the U.S. economy (Peter 
G. Peterson Foundation, 2019). 
It is necessary to recognize that leading factors such as social and economic 
conditions, physical environment challenges, and health care systems barriers, are 
contributing causes of poor health outcomes in the United States (Ridic et al., 2012). 
Access to care in the US is worse compared to other developed countries (Feldscher, 
2018). Indirect services such as the need for social services can represent barriers to 
people connecting and remaining in care. In the US, 16% of GDP spent on social 
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services, which are known to mitigate health needs, is less than peer countries’ spending 
on social services (Kamal et al., 2017). Mental illness is a condition that necessitates 
specialized intervention due to its contribution to poor health outcomes and cost.  
Mental illness is a common condition in the US with one in five experiencing 
mental illness (National Institute of Mental Health [NIMH], 2019) representing 36 
million adults or 14.6% of the U.S. adult population (Substance Abuse and Mental Health 
Services Administration [SAMHSA], 2019). Any mental illness is defined as a mental, 
behavioral, and emotional disorder that may leave people without or with moderate 
impairments (NIMH, 2019). As of June 2020, over half of the adults in America, reported 
having difficulties with sleep, worsening of chronic conditions, increase substance use, 
and suicidality as a result of the COVID-19 pandemic (Czeisler et al., 2020). COVID-19 
represents a public health concern due to the rapid spread and the lack of a vaccine 
(Haider et al., 2020) as well as the anticipated consequences of a pandemic on mental 
health (Mak et al., 2009).   
In 2013, the American taxpayer spent $89 billion on the treatment of non-
institutionalized people with any mental illness, noting that the cost excludes people with 
severe mental illness (Kamal, 2017). The total cost for mental health care registered at 
$32 billion in 1986 and tripled to $147 billion in 2009. By 2020, spending on mental 
health treatment was estimated to reach $280.5 billion (SAMHSA, 2014). It is evident 
that as spending on mental health continues to rise, attention to the subgroup of people 
with severe mental illness who have higher needs must also increase.  
Severe mental illness is defined as “a mental, behavioral, or emotional disorder 
resulting in serious functional impairment, which substantially interferes or limits one or 
 
3 
more major life activities” (NIMH, 2019, p. 1). Eleven million adults in the US are 
currently living with a diagnosis of severe mental illness (SMI) (NIMH, 2019). This 
number is equivalent to one in 25 individuals and represents 4.5% of the total U.S. 
population. The data show that 9 million of those diagnosed with severe mental illness 
also live with a diagnosis of substance use disorder (SAMHSA, 2017). Severe mental 
illnesses, such as major depressive disorder, bipolar disorder, and schizophrenia, are 
listed as leading causes of medical and financial burden in the United States (Olfson et 
al., 2016). Spending on health care for people with severe mental illness continues to rise, 
with the U.S. mental health spending being recorded at an estimated $201 billion 
(Roehrig, 2016).  
Additionally, reports of spending on people with severe mental illness must 
include an economic burden placed on society. While MacEwan et al. (2016) noted that 
47% of the cost reported for SMI is related to medical costs, indirect costs of severe 
mental illness are reflected in many ways. Unemployment and lack of educational 
achievements of people with severe mental illness are estimated to cost America between 
$17 billion to $44 billion each year in the US (Leopold, 2001). Additionally, the 
unemployment rate for people with SMI is 5.8% compared to 3.6% for individuals 
without SMI (SAMHSA, 2018). Other studies show an impact on mortality rates, where 
people with SMI are reported to die 25 years earlier than people without similar 
conditions (NIMH, 2015). Some have asserted that about eight million individual deaths 
worldwide and approximately 350,000 deaths in the United States could be avoided if it 
were not for people who have a severe mental illness having a short life expectancy 
(Walker et al., 2015). 
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Further, public income support payments, reduced academic achievements, and 
the cost of homelessness along with incarceration are also indirect costs of mental illness. 
An estimated 26% of adults in shelters, 20% of people in jail, and 26% of people in 
prisons have a diagnosis of severe mental illness (NIMH, 2019). In an assessment 
completed in 2015 by the U.S. Department of Housing and Urban Development (HUD), 
564,708 people were homeless, of which 140,000 were diagnosed with a severe mental 
illness (HUD, 2015).  
In New York City (NYC), 78,676 people are homeless, of which 3,933 are 
“unsheltered,” and 25,963 are diagnosed with a severe mental illness (HUD, 2018).  
Consequently, the allocation of resources to mental health shelters in New York City 
equated to an estimated $150 million being spent in 2018 with ongoing increases 
anticipated moving forward (Eide, 2018). Similarly, the development of housing units for 
people with mental illness in NYC is also on the rise, with about 32,000 existing units 
recorded (Treatment Advocacy Center, 2018). Yet, there continues to be an increase in 
hospitalization for people who are homeless and suffering from mental illness compared 
to people who are homeless but without severe mental health conditions (Wadhera et al., 
2019). 
The intersection between homelessness and mental illness poses challenges in 
managing care outside of the hospital system. Hospitalization is the most intensive and 
expensive intervention for any medical condition (McDermott et al., 2017). Research 
shows that emergency room visits, and hospitalization admissions and readmissions are 
prevalent among people with severe mental illness and drive up the cost of health care 
(Viggiano et al., 2012). The Agency for Healthcare Research and Quality (AHRQ) 
 
5 
(2016) affirmed that from 2005 to 2014, in comparison to other medical conditions, 
hospitalizations for people with mental illness went up by 12.2%. It is further noted that 
individuals with mental illness experience three times the number of emergency room 
visits for physical care issues and six times the number of medical inpatient 
hospitalizations compared to people without mental illness (New York City Department 
of Health and Mental Hygiene [DOHMH], 2015).  MacEwan et al. (2016) reported that in 
2014, for every 100 people with severe mental illness in the US there are 18 
hospitalizations. In New York City, for every 100 people there are 29 hospitalizations.  
One manifestation of poor care coordination is the multiple preventable 
hospitalizations as well as emergency department visits, which are known to be 
significant drivers of cost and poor health outcomes. In 2015, for both the US and New 
York City, the cost for a psychiatric admission ranged from $5,000 to $17,000 per stay. 
In New York City, adults with severe mental illness spent the equivalent of over 1 million 
days each year in the hospital, which equates to over 1 billion dollars (Agency for 
Healthcare Research and Quality, 2016). When examining these costs further, statistics 
demonstrate that the cost explicitly associated with treating those diagnosed with 
schizophrenia through hospitalizations alone was estimated at $11.5 billion in 2013. 
Readmission within 30 days of discharge costs has been determined to be $646 million 
(AHRQ, 2016; Cloutier et al., 2016).  
In 2014, diagnosis of schizophrenia and other psychotic disorders accounted for 
the highest rate of readmission within 7 days, and the second-highest rate of readmission 
within 30 days compared to other conditions in 2014 (Fingar et al., 2017). Additional 
data in 2014 reported that more than 9% of the 374,097 hospitalizations for schizophrenia 
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and other psychotic disorders were readmissions to the same hospital within 7 days of 
discharge; about 23% of those or 85,668 admissions, were associated with readmission 
within 30 days of release (Busch et al., 2015). Readmission within 7 or 30 days is an 
indication of the system’s failure to effectively treat many chronic conditions, specifically 
mental illness (McDermott et al., 2017), inadequate coordination of care between 
providers, as well as poor planning for care transition (Viggiano et al., 2012).  
These data points support the hypothesis that the effectiveness of the treatment of 
people with severe mental illness has received mixed reviews, and care coordination has 
been recently advanced as the mechanism to mitigate these poor outcomes. Health home 
coordination of care is one model that aims specifically at addressing all needs of people 
with severe mental illness, substance use disorder, and HIV/AIDS, insured through 
Medicaid. This model of care coordination is a response proposed at the federal level to 
better service the Medicaid population not engaged in care and was adopted by 21 states 
(Center for Medicaid and Medicare Services [CMS], 2010). Medicaid is the primary 
source of insurance for low-income Americans as well as the single source of funding for 
some particular behavioral health services (Zur et al., 2017). In 2015, of the adults 
covered by Medicaid, 26%, representing over 11 million individuals, were people with 
severe mental illness, 21% or over 9 million had a mental illness, and 17% or 3 million 
had a substance use disorder (Center for Behavioral Health  Statistic and Quality, 2016; 
Kamal, 2017). The reality is that mental health care has not been given its due attention 
as part of the health care system by the insurance companies and those involved in policy 
making. The Mental Health Parity and Addiction Equity Act of 2008, and the Affordable 
Care Act, did not sufficiently address reimbursement and the medical necessity 
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requirements for mental health care (Bendat, 2014). Efforts to provide adequate care to 
Medicaid recipients with severe mental illness is not a new concept to the health care 
system. 
 Health home model of service delivery to Medicaid recipients is one of the most 
recent responses to address the health care system’s failure to attend to people with 
mental illness effectively. The health home model of coordination of care has been 
identified as “a cost-effective longitudinal ‘home’ to facilitate access to an 
interdisciplinary array of medical care, behavioral care, and community-based social 
services and support for both children and adults with chronic conditions” (CMS, 2010, 
p. 2). The health home model aims to improve outcomes such as decreasing 
hospitalization admission and readmission, lower health care costs, and improve health 
care experiences of Medicaid recipients with chronic conditions such as severe mental 
illness, substance use disorder, or HIV/AIDS. This performance metric for the health 
home is known as the “triple aim” (CMS, 2010). New York State Medicaid reforms 
similarly committed to achieving the said “triple aim” (Berwick et al., 2008; New York 
State Department of Health [NYSDOH], 2012).   
 The AHRQ (2007), defines care coordination as "the deliberate organization of 
patient care activities between two or more participants (including the patient) involved 
in a patient's care to facilitate the appropriate delivery of health services" (p. 1961). The 
law mandates health homes to provide comprehensive care management and 
coordination, along with transitional care to decrease inpatient episodes, support services 
for enrolled members and family, and connect to nonclinical supports in the community. 
These services are provided by care coordinators (CC) who are expected to use a person-
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centered approach to assess the needs, provide services, and supports that will address all 
the clinical and non-clinical needs of an individual (U.S. Department of Health and 
Human Services, 2018). 
Researchers affirmed that adults with serious mental illnesses often need other 
services that are not available in the health care system and argue that social workers 
possess the essential skills for coordinating the complex service needs of adults with 
serious mental illnesses (Olfson et al., 2016; Stanhope et al., 2012).  In the United States, 
a social worker is a person who holds a baccalaureate or master’s degree in social work 
and should be licensed or certified as applicable and required based on the scope of 
practice in the practitioner's jurisdiction(s) (National Association of Social Workers 
[NASW], 2016). On the other hand, professional requirements for coordination care staff 
in the health home model require a bachelor’s degree with only 2 years of experience 
working in the social services arena (New York State Department of Health [NYSDOH], 
2017). Based on the education and professional requirements for care coordinators, one 
could posit that individuals serving in this capacity may have limited clinical skills. The 
triple aim made no mention of the workforce that will engage in the provision of 
coordination of care. The recognition of the vital role of the workforce in achieving the 
triple aim birthed the fourth aim, which focuses on improving the work-life of physicians, 
clinicians, and staff (Itchhaporia, 2018).  
Providing or coordinating care for people with severe mental illness is 
challenging for staff who are serving as care planners or case managers, due to the lack of 
clinical skills (Dailey et al., 2015; Hromco et al., 2003; Stanhope et al., 2012; Tenille et 
al., 2010). Kickman et al. (2016) discussed system-level barriers (fragmented health care 
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system of care, shortage, and inadequate workforce and reimbursement) related to the 
workforce responsible for delivering care to people with mental health disorders. They 
also pointed to the existing staff’s inadequate training as a significant challenge. An early 
study conducted in a health home in New York State (NYS) noted the benefits of the 
provision of supervision by a master’s level staff. It recommended an in-depth 
exploration of the supervision topic to identify promising practices (Levy & Sacks, 
2014). This study will attempt to act on the recommendations of Levy and Sacks (2014). 
Care Coordination Landscape  
Individuals diagnosed with severe mental illness experience barriers to accessing 
comprehensive quality clinical services that impact their ability to function 
independently; this is particularly true for those who are Medicaid recipients and referred 
to health home for care coordination services, an option available to as many as 975,000 
people in New York (Goldberg, 2017). In NYS and 21 other states throughout the 
country, services within the health home care coordination model include access to a care 
coordinator who is responsible for providing services grouped under six core services by 
the Center for Medicaid Services. Care coordinators are required to provide 
“Comprehensive Care Management, Care Coordination, and Health Promotion, 
Comprehensive Transitional Care, Enrollee, and Family Support, Referral to Community 
and Social Supports and the Use of Health Information Technology (HIT) to link 
Services” (NYSDOH, 2017, pp. 2-4).   
Care coordinators’ activities range from identifying treatment providers in the 
community, brokering transportation to and from appointments, assistance with social 
services needs, involvement in hospitalization discharge planning, as well as keeping 
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accurate documentation in the electronic health record. Within the health home context, 
care coordinators are bachelor’s-level staff whose credentials are often similar to those of 
case managers who work with people with severe mental illness. Care managers are not 
equipped with the necessary skills of effective engagement of clients with complex 
needs; case managers have also themselves admitted their inadequacies (Tenille et al., 
2010). Care coordinators will require supervision that provides support for the 
enhancement of clinical skills much needed for their role.  
Clinical supervision offers the clinical guidance needed to help care coordinators 
in their role as direct service providers. Clinical supervision (CS) is a continuous 
supportive learning process for clinicians at varying levels of their careers to aid with 
their development and improvement to function at an optimal level (Bernard & 
Goodyear, 2014). Clinical supervision is also defined by the National Association of 
Social Workers as the relationship between a supervisor and a supervisee to promote the 
development of skills, knowledge, attitudes, and ethical standards in clinical practices 
(NASW, 2008). Supervisors are essential for the provision of adequate clinical 
supervision.  
Though supervisors may not work directly with clients, research demonstrates 
that they have an immediate impact on the services provided by supervisees (Kadushin & 
Harkness, 2002). Falender et al. (2013) noted that “the effectiveness of supervision 
encompasses not only changes in the client outcomes but also changes in therapist’s 
competencies (e.g., in session skills and professionalism” (p.14). Additional literature 
emphasized the apparent advantage of clinical supervision as a tool to facilitate learning 
for supervisees through experiential learning and supports evidence-based positive 
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clinical outcomes (Milne et al., 2012). Other studies further affirmed that the favorable 
aspect of supervision, which is seen in the supervisory relationship and tends to yield the 
most beneficial outcomes for both supervisees and clients (Tebes et al., 2011; Toredi et 
al., 2015).  
Due to the critical role of supervision, some professions (e.g., psychologists) 
require credentialing and training requirements for supervisors. This rigor is, however, 
absent in some social services arena as supervisors are placed in the role based on time 
worked in the field and clinical experience (Bernard & Goodyear, 2014; Falender et al., 
2013). Hence, a "master" clinician might not necessarily translate into a master 
supervisor if training around supervisory competency is not provided (Smith, 2009). Still, 
the literature on the topic of supervision affirmed the absence of training, mentors, and 
organizational structure as barriers supervisors faced when implementing clinical 
supervision in social service organizations (Carmago & Millar 2012; Chen & 
Scannapieco, 2010; Mor Barack et al., 2009).  
The responsibility of a supervisor becomes more paramount when expected to 
guide care coordinators who serve as the point of entry into care for people with severe 
mental illness, who are disconnected from health providers. Despite not having clinical 
degrees, care coordinators are responsible for managing all clinical and non-clinical 
needs of people with severe mental illness served in health homes. Supervisors in the 
health homes engage in a variety of types of supervision to cover all or some of the three 
domains listed in the Proctor’s model of clinical supervision and discussed by Kadushin 




Formative/administrative supervision within the health home context consists of 
the assignment of caseloads and review of documentation related to Medicaid billable 
compliance. Normative/administrative supervision is the task of a supervisor consisting 
of recruiting staff, assigning workloads, coordinating work, monitoring, reviewing, etc. In 
this role, the supervisor operates in capacities that are like a manager. Formative 
/educational supervision consists of teaching, facilitating, training, sharing experiences, 
promoting professional growth, and helping subordinates find their solutions to solve 
problems related to their cases. The supervisor in this role is seen as a teacher. The third 
major component of supervision, restorative/supportive supervision (restorative), consists 
of the supervisor operating as a counselor. The supervisor is charged with helping the 
supervisee manage job-related stress, which affects people in their decision to leave the 
workplace (Kadushin & Harkness, 2014; Proctor, 1978).   
Problem Statement 
The health home care coordination model is one of the most recently adopted 
approaches to provide comprehensive and holistic care to people with severe mental 
illness. Care coordinators are adept at providing access to support designed to meet 
clients' immediate sustenance needs, such as food, transportation, housing, and 
entitlements. In contrast, they often lack the clinical expertise to promote full client 
engagement in services that facilitate positive health outcomes. Olfson and Chase (2016) 
recommended clinical supervision to care coordinators as the conduit to ensure a level of 
stabilization to improve the lives of those with severe mental illness. Clinical supervision 
is recognized as a key element in promoting staff self-efficacy and potentially affecting 
client outcomes (Falender et al., 2013). Existing literature elucidates the complexities 
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related to the skills of clinical supervisors, organizational structures, and expectations of 
supervisory practices (Caras & Sandu; 2014; Carmago & Millar, 2012; Kadushin et al., 
2009; Milne et al., 2012; Rieck et al., 2015). To add, “Clinical supervision in particular 
brings an added layer of complexity to the counseling process, requiring supervisors to 
supplement their clinical expertise with theoretical knowledge and skills related 
specifically to supervision” (Pearson, 2001 p. 182).  
Yet, in the health home model, a clinical license and/or a myriad of supervisory 
trainings are not listed as prerequisites to providing clinical supervision. The care 
coordinator’s supervisor is only required to be a master’s level clinician with 2 years of 
experience supervising the staff, providing services to people with severe mental illness. 
Studies noted the lack of standardized training or required supervision model for 
supervisors working with non-licensed staff in social services arenas (Caras & Sandu, 
2014; Carmago & Millar, 2012; Kadushin et al., 2009; Milne et al., 2012; Rieck et al., 
2015). There is still a lack of attention to understanding the current supervisory practice 
of master’s level clinicians who serve as supervisors to care coordinators working with 
people with severe mental illness within the health home context. Clinical supervision for 
bachelor level care coordinators in the health home is a concern that cannot be 
disregarded vis-à-vis the centrality of the role of care coordinators in helping reduce 
costs, improve the quality of life, as well as the experience of care for people with severe 
mental illness.  
Theoretical Rationale 
Poor integration of care is listed as one of the causes of negative health outcomes 
for people with severe mental illness. Kickman et al. (2016), argued that the siloed 
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medical care, mental health, substance use, and social services systems of care often 
present as barriers to the seamless integration of care. The health home coordination of 
care is a response to the failure of the health care systems to achieve positive health 
outcomes for Medicaid recipients with severe mental illness by fostering care integration. 
One model of care that seems to be in line with the role of care coordination is the 
biopsychosocial approach to care. The biopsychosocial model takes a “system-analytic” 
approach to disease management and associates the outcomes of illness to the 
malfunction of systems (Wade, 2015; Williams et al., 2008) 
Developed by Engel (1977), the biopsychosocial model responded to the 
discontent with the predominant biomedical model of illness used in the health care arena 
(Wade & Halligan, 2017). Neukrug et al. (2015) posited that the biopsychosocial model 
provides a context for cross-disciplinary collaboration among health care professionals to 
improve treatment along various dimensions. The biopsychosocial model also offers the 
tools to foster collaboration between providers to view a client holistically. Wade and 
Halligan (2017), in the same vein, highlighted the use of a holistic approach while 
recognizing the singularity of each person’s thoughts, feelings, and history. 
The four components that permit the said model to view and treat people 
holistically include biological, psychological, social, as well as the significance of an 
open relationship between the client and the provider (Neukrug et al., 2015; Wade, 2015). 
Neukrug et al. (2015) described the biological component of the model as the physical 
and physiological aspects like genetics, the brain, major body organs, and how they 
function. A change in someone’s physical abilities might affect how they feel about 
themselves and lead to maladaptive behaviors. The psychological aspect of the model 
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emphasizes the impact of emotional health, mental status, thoughts, moods, personality 
and any history of abuse or trauma on people’s overall well-being; psychological factors 
influence functioning, personal perceptions, beliefs, and ultimately behavior.  
The third component of the model examines social factors such as interaction with 
others, culture, economic status, and their impact on physical and emotional health. 
People are social beings who are part of communities. The social and cultural norms of 
those communities, at times, affect a person’s inclination to seek or accept treatment for 
mental illness and take medications. In that vein, the role of family and social factors is 
recognized as a critical element in the recovery process as well as the unavoidable impact 
of social influences on treatment (Neukrug et al., 2015).   
The fourth component addresses the therapeutic relationship. Wade (2015) further 
argued that this model recognizes the effect of the severity of the extent of illness on the 
individual’s ability to engage in social roles. In line with social roles and connection to 
communities, he also elaborated on the value of a trusting and positive relationship 
between provider and patient as the fourth component of the biopsychosocial model. He 
argued that patients who had trusting relationships with providers had better outcomes 
than those who did not.  
The biopsychosocial approach has long been associated with providing access to 
comprehensive care within the social services arena; it has been tested over time as well 
as offers some evidenced-based practices in the disability arena. As evidenced, in 2002, 
the World Health Organization using the biopsychosocial framework, developed the 
International Classification of Functioning, Disability, and Health (WHO ICF) which is 
an international standard to explain and measure disability and health of the population. 
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Similarly, this model is used clinically and considered when engaging in person-centered 
care (Kitson et al., 2012; Smith et al., 2013; Van de Velde et al., 2016; Van Dulmen et 
al., 2013) which can improve patients’ outcomes (Weiner et al., 2013). Wade and 
Halligan (2017) further emphasized that the biopsychosocial model was developed to 
provide a comprehensive understanding of health care needs and illness behavior.  
Although the integration of all three components can provide a more 
comprehensive assessment and treatment plan, it also necessitates awareness and 
knowledge on the part of the provider (Neukrug et al., 2015). Consequently, the 
effectiveness of the adaptation of the biopsychosocial model lends credence to the need 
to offer more attention to the care coordinators and supervisors who are using this model 
as a framework to coordinate care for Medicaid recipients with mental illness enrolled in 
the health home program. 
Statement of Purpose 
The purpose of this study was twofold: (a) to determine the extent to which care 
coordinators’ perceptions of the effectiveness of the clinical supervision received were 
aligned with those of care coordinator’s supervisors, and (b) to explore if current clinical 
supervision practices mirror in care coordination “best practices” of effective clinical 
supervision. The study sought to provide preliminary data to inform and direct further 
studies in the arena of the provision of clinical supervision to care coordinators in the 
health home. 
Research Questions 
The overarching research questions were: 
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1. What are the perceptions of clinical supervision of care coordinators supporting 
people with severe mental illness in the New York State health home model? 
2. What are the perceptions of clinical supervision of supervisors working with 
care coordinators supporting people with people with severe mental illness in the 
New York State health home model?   
The sub research questions are: 
RQ1: Is the clinical supervision provided to care coordinators perceived as effective by 
care coordinators? 
RQ1-A: What are the perceptions of care coordinators of the quality of clinical 
supervision as measured by the normative functions? 
RQ1a-1: What are care coordinators' perceptions of the “importance/value 
of clinical supervision” as measured by the importance/value of clinical 
supervision subscale?    
RQ1a-2: What are care coordinators' perceptions of “finding time for 
clinical supervision” as measured by finding time subscale?  
RQ1-B: What are the perceptions of care coordinators of the quality of clinical 
supervision as measured by the restorative functions? 
RQ 1b-1: What are care coordinators’ perceptions of “trust” as measured 
by the trust subscale?  
RQ1b-2: What are care coordinators' perceptions of “supervisor advice” as 
measured by the supervisor advice subscale?  
RQ1-C: What are the perceptions of care coordinators of the quality of clinical 
supervision as measured by the formative functions? 
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RQ1c-1: What are care coordinators’ perceptions of “improve skills/care” 
as measured by the Improve skills/care subscale? 
RQ1c-2: What are the perceptions of care coordinators of the “reflective” 
function as measured by the reflective subscale? 
RQ2: Is the clinical supervision provided to care coordinators perceived as effective by 
care coordinators’ supervisors? 
RQ2A: What are the perceptions of care coordinators’ supervisors of the quality 
of supervision provided as measured by the normative functions?  
RQ2a-1: What are care coordinators supervisors’ perceptions of “the 
importance/value” of providing clinical supervision as measured by the 
modified “importance/value of clinical supervision” subscale?    
RQ2a-2: What are care coordinators supervisors’ perceptions of “finding 
time” for the provision of clinical supervision as measured by the 
modified finding time subscale? 
RQ2-B: What are the perceptions of a care coordinators’ supervisors of the 
quality of supervision provided as measured by the restorative functions?  
RQ2b-1: What are care coordinators’ supervisors’ perceptions of 
establishing “trust” with care coordinators as measured by the trust 
subscale?  
RQ2b-2: What are care coordinators’ supervisors' perceptions of 
“supervisor advice” as measured by the supervisor advice subscale?  
RQ2-C: What are the perceptions of the care coordinators’ supervisors of the 
quality of clinical supervision as measured by the formative functions? 
 
19 
RQ2c-1: What are the care coordinators’ supervisors' perceptions of 
“improve skills/care” of the supervision provided as measured by the 
Improve skills/care subscale? 
RQ2c-2 What are the perceptions of the care coordinators’ supervisors of 
the reflective component of the provided supervision as measured by the 
reflective subscale? 
RQ3: Is there alignment between perceptions of a care coordinator and a care coordinator 
supervisor of the effectiveness of clinical supervision as measured by the six subscales 
(value of CS, finding time for CS, trust, and support of CS, support and advice of CS, 
improve skills/care of CS and reflective of CS)?  
RQ4: To what extent has COVID- 19 impacted the clinical supervision received by care 
coordinators? 
RQ4-a: What are the perceptions of the care coordinators on the change of clinical 
supervision since COVID-19? 
RQ4-b: What are the care coordinators ‘perceptions of the quality of remote 
clinical supervision sessions? 
RQ5: To what extent has COVD-19 impacted the clinical supervision provided by care 
coordinators’ supervisors?  
RQ5-a What are the perceptions of the care coordinators’ supervisors on change 
in the provision of clinical supervision for care coordinators since COVID-19? 
RQ5-b What are the perceptions of the care coordinators on change in the 
provision of clinical supervision for care coordinators since COVID-19? 
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RQ6: What are the perceptions of care coordinators and care coordinators’ supervisors on 
the effectiveness of providing care coordination remotely during this COVID-19 
pandemic? 
RQ6a: What are the perceptions of care coordinators of the effectiveness of the 
increase in the provision of care coordination? 
RQ6b: What are the perceptions of care coordinators’ supervisors of the 
effectiveness of the increase in the provision of care coordination? 
RQ7: Do current practices of clinician supervision in the heath home mirror best 
practices of clinical supervision? 
Significance of the Study 
This study has the potential to inform policy makers, provide guidance to 
supervisors, and ultimately provide support to Medicaid recipients in health homes 
consistently and effectively. This study is deemed significant as it provides data and 
insights to the listed stakeholders:  
Policy Makers 
NYS state adopted the health home model of care in response to the high 
hospitalization and readmission rate for Medicaid recipients with severe mental illness. 
The health home model of coordination of care was instated in 2012 in response to the 
discord between health care spending and health outcomes for people with severe mental 
illness. A report in 2018 indicated that the health home model shows promise in 
effectively addressing the needs of people with chronic physical and mental health 
conditions (U.S. DHHS, 2018). The reality of bachelor’s level staff attending to Medicaid 
recipients with severe mental illness’ clinical and non-clinical needs, warrants for the 
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policy makers to shift their views on baccalaureate-level staff needs for clinical skills and 
clinical supervision. In contrast, there are not enough studies related to the workforce in 
the health home to inform policy makers in the decision-making process. This 
exploratory study provides empirical data to aid policy makers in the development of 
staff requirements and models of supervision for health homes. 
Care Coordinators 
Tricco et al. (2014) accentuated the complexity of coordination of care for people 
with severe mental illness by noting their poor response to strategies that have 
successfully reduced inpatient visits for people without severe mental illness. The 
challenges to good health outcomes for people with severe mental illness are often 
connected to siloed systems of care coupled with the lack of parity between the skills of 
the care coordinator and the complex needs of people with severe mental illness (Gulliver 
et al., 2018; Hromco et al., 2003; Jones et al., 2018; Tenille et al., 2010). The same holds 
true for care coordinators in health home who are baccalaureate level professionals with 
no formal clinical training. Clinical supervision is advanced as one of the tools to help 
care coordinators fortify their clinical understanding for the provision of holistic and 
person-centered coordination of care. The study sheds light on current supervisory 
practices and provides information that informs the concrete needs of supervision for care 
coordinators. 
Supervisors 
Even though clinical supervision is noted to be an essential part of supporting the 
professional development of staff and potential impact client outcomes (Falender et al., 
2013), studies continue to show the challenges related to both the skills of clinical 
 
22 
supervisors and organizational structures that do not provide the framework to support 
the provision of supervision (Caras & Sandu, 2014; Carmago & Millar, 2012; Kadushin 
et al., 2009; Milne et al., 2012; Rieck et al., 2015). Yet, little is known of current 
practices of clinical supervision within the health home context. This study presents data 
on clinical supervision to care coordinators as a prelude to developing a model of clinical 
supervision for non-licensed staff.  
People with Mental Illness Engaged in the Health Home Model 
This study provides the basis for a supervision model that can increase the self-
efficacy of the care coordinator to engage Medicaid recipients with chronic needs. This 
study provides data to identify ways to assist care coordinators in providing care 
coordination that addresses people with mental illness per Maslow's hierarchy of needs. 
Those needs are (a) physiological needs such food, drink, shelter, clothing, etc.; (b) safety 
needs such as stability and security, etc.; (c)  their self-actualization needs “to become 
everything one is capable of becoming” (Maslow, 1987, p. 64). Effective care 
coordination can aid people with mental illness to live up to their full personal potential, 
achieve self-fulfillment, to seek personal growth, and enjoy better peak experiences. 
Taxpayers 
This study points to some effective ways to engage people with severe mental 
illness in a system of care that will reduce health spending estimated in 2016 at $201 
billion per year, as well as improve quality of life.   
The lack of studies around the use of clinical supervision with baccalaureate level 
care coordinators speaks to the social services community's lack of acknowledgment of 
staff who traditionally were not known as clinicians, hence not needing clinical 
 
23 
supervision.  Further investigation is warranted to get a better understanding of the use of 
clinical supervision with care coordination within the health home context to begin to 
inform practices. Learning from care coordinators and their supervisors about clinical 
supervision in the context of health home coordination of care for people with severe 
mental illness will contribute to the limited literature and help in understanding an 
essential lesson in supervisory practices. Additionally, to achieve the triple aim, it is 
imperative to understand current practices to ensure effective delivery of person-centered 
coordination of care to Medicaid recipients with complex needs enrolled in the health 
home. 
Definitions of Terms 
Health Home – “A community-based care management model and our care 
managers work to engage and stabilize individuals with serious and complex physical 
health, mental health and substance use disorders to achieve better health outcomes, 
member satisfaction, and overall cost reduction” (New York State Care Management 
Coalition, 2020, p.1). 
Supervisor – "an administrative staff member to whom authority is delegated to 
direct, coordinate, enhance, and evaluate the on-the-job performance of the supervisees 
for whose work he or she is held accountable" (Kadushin & Harkness, 2002, p. 23).  
Care Coordinator – Bachelor’s degree level staff working directly with people 
with severe mental illness 
Master’s Level Clinician – Master’s level staff without a license 
Social Workers – A social worker is a person who holds a baccalaureate or 
master’s degree in social work and should be licensed or certified as applicable and 
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required based on the scope of practice in the practitioner's jurisdiction(s) (NASW, 
2016). 
Severe Mental Illness – “a mental behavioral, or emotional disorder resulting in 
serious functional impairment, which substantially interferes or limits one or more major 
life activities” (NIMH, 2019 p. 1). 
Clinical Supervision – Clinical supervision (CS) is a continuous supportive 
learning process for clinicians at varying levels of their careers to aid with their 
development and improvement to function at an optimal level (Bernard & Goodyear, 
2014). 
Normative Domain /Administrative Functions – consist of tasks such as standards, 
professional ethics, client’s rights, case assignment, casework management monitoring 
review and coordinating work. The supervisor operates as a manager in this role 
(Kadushin & Harkness, 2014; Proctor, 1978).  
Formative Domain/Educational Functions – consist of skills development of the 
staff by facilitating teaching, training, and offering problem solving skills. The supervisor 
operates as a teacher in this role (Kadushin & Harkness, 2014; Proctor, 1978) 
Restorative Domain/Supportive – functions consist of helping supervisee manage 
job-related stress, workers’ right, encourage workers’ self-care and reflective practice. 
The supervisor operates as a counselor in this role (Kadushin & Harkness, 2014; Proctor, 
1978). 
Chapter Summary 
Persons with SMI continue to have negative health outcomes and are 
overrepresented in the homelessness and criminal justice systems (NIMH, 2019). 
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Medicaid also reports high spending to address the need for people with severe mental 
illness. The proposed solution of developing the health home model of care coordination 
will help states, reduce health care costs, improve health outcomes, and experiences for 
people with severe mental illness (CMS, 2010). Care coordination is a tool that may be 
effective in addressing these two challenges; however, the lack of clinical skills by the 
front-line care coordinators makes it challenging to achieve the triple aim. Care 
coordinators, who are the staff members working in the health homes, may not have the 
necessary clinical skills to address the needs of people with severe mental illness in a 
manner that is effective and clinically sound. The built-in conduit to substitute the lack of 
clinical skills of care coordinators is for the supervisor to provide clinical supervision to 
staff who traditionally were not considered clinicians.  
The literature highlighted the prevalence of supervision models in various fields, 
the potential positive impact of clinical supervision on outcomes for both the supervisee 
and person with mental illness as well as the need for supervisors to demonstrate 
competency in clinical supervision (Falender et al., 2013). Though clinical supervision is 
recommended for care coordinators, there is a scarcity of literature documenting the use 
of clinical supervision with care coordination working with people in severe mental 
illness in health homes.  
Chapter 2 provides a synopsis of the literature surrounding care coordination.  
Chapter 3 details the methodology of this study.  Chapter 4 provides the results and 
analysis of the data, and finally, Chapter 5 discusses the implications of the research and 




Chapter 2: Review of the Literature 
Introduction and Purpose 
  One in five adults will suffer from any mental health condition, and one in 25 
adults are living with a severe mental illness. Health care costs and outcomes are areas of 
concern for the American taxpayers, policy makers, as well as people seeking treatment. 
Mental health is often cited as the culprit for the increase in direct and indirect health care 
costs in the US. In fact, health care costs for people with mental illness are two to three 
times more than for people without mental illness, with less than 40% receiving care each 
year (NIMH, 2019). Care for people with mental illness is often provided in inpatient 
settings, highlighting that about 40% of those treated return to the hospital within 30 days 
of being released from the hospital (Castillo et al., Fish, 2014; NIMH, 2019). Seven days 
and 30 days hospitalization readmissions are one of the drivers of health care costs in 
America and an indicator of the failure of the health care system (Viggiano et al., 2012). 
Preventable hospital admissions and readmissions, the prevalence of severe mental illness 
among people within the homeless, criminal justice, and unemployment systems warrant 
a need for new interventions in the U.S. health care systems. 
Care coordination has long been suggested as one of the effective interventions to 
address the many challenges people face when engaged in care (Gulliver et al., 2018; 
Tricco et al., 2014). The health home model of coordination of care was advanced 
explicitly in 2012 to attend to Medicaid recipients with chronic conditions such as severe 
mental illness. The health home aims to reduce costs, improve outcomes, and provide 
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better experiences of care to Medicaid recipients. An early study on the health home 
recommended for more attention to be given to the staff competence, staffing 
composition, as well as the supervision offered (Levy & Sacks, 2014). It is recognized 
that care coordinators in the health home who are bachelor’s level staff will need clinical 
supervision, hence the requirement for care coordinator supervisors to be master’s level 
clinicians (NYSDOH, 2017). The master’s level clinician needs to provide clinical 
supervision to care coordinators providing care for people with severe mental illness.  
Many studies note the challenges with supervisors’ competence, lack of training, and the 
complexity of clinical supervision, which are compounded by the challenges of providing 
clinical supervision in non-traditional clinical settings (Carmago & Miller, 2012; 
Falender et al., 2013; Kadushin et al., 2009; Ladany et al., 2013). The role of care 
coordinators is unquestionably essential; however, the lack of clinical expertise given the 
limited credential requirement for both coordinators and their supervisors might present a 
significant challenge in delivering effective care coordination. Further, the lack of a test 
model of clinical supervision (Milne et al., 2008), absence of competency benchmark for 
supervisors (Falender et al., 2013), as well as current practices of clinical supervision 
within the health home, remain understudied.  
 This chapter provides an in-depth description of the literature landscape, 
particularly as it relates to mental health care in America and seeks to contextualize this 
research in the area of clinical supervision of care coordinators as key to enhancing 
outcomes for people with severe mental illness. It situates the research by understanding 
the literature of the landscape on mental health care in America, reviews key works by 
scholars in the field of care coordination for people with severe mental illness, and 
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analyzes empirical studies on clinical supervision and the challenges with providing 
clinical supervision in within the context of health home care coordination. The literature 
review is divided into five major topics:  
1. History and treatment practices of mental illness  
2. Mental health legislation  
3. History and type of care coordination  
4. Clinical supervision 
5. Training and competency of supervisors. 
History and Treatment Practices 
The process of labeling an individual as suffering from mental illness was 
historically based on what was deemed normal or abnormal within the cultural context. 
Farreras (2020) noted that due to cultural relativism of mental illness, the history of the 
illness was cyclical rather than linear. This section will discuss theories of mental illness, 
the evolution of treatment, and current treatment of mental illness, as well as barriers to 
accessing care. 
Theories of Mental Illness 
Three major theories of etiology (supernatural, somatogenic, and psychogenic) 
influenced the treatment that people with mental illness received (Farreras, 2020). 
Supernatural theory, mainly rooted in religion, was the first attempt at explaining and 
getting a grasp on mental illness. This theory argued that mental illness was a result of an 
individual being possessed by demonic spirits, having committed sinful acts to anger the 
gods (Jutras, 2017). Treatment consisted of drilling holes in the human skull to examine 
the skull as well as permitting evil spirits to be released (Restak, 2000), or by conducting 
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an exorcism (Jutras, 2017). Around 400 BC, both Greek and Egyptian physicians refuted 
the supernatural theory as a valid explanation for mental illness and adopted the 
somatogenic theory (Farreras, 2020).  
The somatogenic theory shifted the views on the roots of mental illness from a 
religious lens to a more scientific approach (Farreras, 2020). Excess of deficiency blood 
was noted as the cause of mental and physical illnesses. As a result, mental illness was 
classified into four categories: epilepsy, mania, melancholia, and brain fever (Farreras, 
2020; Jutras, 2017). This theoretical approach led to the development of treatment models 
such as “blood-letting” in cases where an individual with abnormal behavior diagnosed as 
having an excess of blood. This theory dispelled the belief that people were responsible 
for having a mental illness and it removed the shame associated with having a mental 
illness (Farreras, 2020).  
Vis-à-vis the lack of improvement in people with mental illness, inhumane 
treatment of people with mental illness, and the ongoing increase in numbers of people 
with mental illness, the psychogenic theory of mental illness was advanced in the 19th 
century (Jutras, 20107). This theory moved to identify traumatic events and stress as 
significant reasons for mental illness. Efforts to address psychosocial stressors birthed 
theories of behaviorism and psychodynamic approaches; unfortunately, these approaches 
were not embraced in the medical arena that continued to place a higher emphasis on the 
physical causes of mental illness until the present (Farreras, 2020; Jutras 2017). 
Treatment Practices History 
Before the 16th century, care for people with mental illness was the responsibility 
of the family (Farreras, 2020). Once mental illness was classified in the same category as 
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physical illness and treatment methods were developed, asylums were created (Farreras, 
2020; Jutras 2017). In the United States, three asylums established between 1756 and 
1773 treated people using methods of bloodlettings and tranquilizer chairs, as promoted 
by Benjamin Rush, the pioneer of American psychiatry (Jutras, 2017). Asylums kept 
people with mental illness isolated while providing treatment that did not prove to 
improve the conditions (Knapp et al., 2011). The advancement of the psychogenic theory 
birthed treatment methods that called for the integration of compassionate care coupled 
with physical labor in the treatment of people with mental illness (Jutras, 2017). New 
asylums utilizing the psychogenic frame were established in New York City and 
Pennsylvania, between 1817 and 1821 to provide care that could rehabilitate people 
(Farreras, 2020; Grob, 1994). By the 1850s, while the population in the asylums grew, 
the institutions were unable to appropriately care for all their patients due to the 
stagnation of their resources (Knapp et al., 2011). Advocacy led by Dorothea Dix helped 
established state hospitals to provide better care to people with mental illness (Viney & 
Zorich, 1982). The somatogenic approach to treatment developed because of the 
discoveries of vaccines, typhus, and the mental hygiene movement (Farreras, 2020). 
Societal recognition of mental illness as a unique disease and the lack of positive 
outcomes for people with mental illness at the beginning of the 20th century, validated 
continued research to advance treatment approaches (somatogenic and psychogenic)  that 
hold high potential for better outcomes (Jutras, 2017). On the somatogenic side, 
restraints, electro-convulsive shock therapy, and lobotomies were used in institutions 
until 1970 (Jutras, 2017). Additional research led to the development of the first 
psychotropic medication known as thorazine to treat people with mental illness in the late 
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mid-20th century, where mental illness was now recognized as a chemical imbalance in 
the brain (Farreras, 2020, PBS, 2012). 
 In contrast, Josef Breuer and Sigmund Freud offered a hypothesis that refuted 
somatogenic treatment and supported the attribution of psychogenic root to mental illness 
(Jutras, 2017). Treatment modalities such as psychotherapy, cognitive behavioral therapy, 
psychodynamic, and client-centered approaches were all developed. Despite the 
differences in approaches, common elements that heightened the potential for the success 
of each intervention are the nature of the therapeutic relationship, the therapist’s 
commitment, and competence in providing therapy (Messer & Wampold, 2002). Whether 
the treatment was developed from somatogenic or psychogenic theories, an accurate 
diagnosis of the mental illness was paramount.  
The consensus about mental illness being a pathology, morphed the urgency of 
developing an official diagnostical system to provide more targeted and efficient care; 
more specifically in America with the return of World War II veterans fueling the need to 
provide better mental health services (American Psychiatric Association [APA] 2017; 
Jutras, 2017). In 1921, the American Psychiatric Association, in collaboration with the 
New York Academy of Medicine, created the first edition of the American Medical 
Association’s Standard Classified Nomenclature of Disease to diagnose people with 
severe psychiatric and neurological issues who were being treated in the institutions. In 
1952, the APA developed the first diagnostical statistical manual (DMS) with the 
inclusion of some variations of the International Classification of Disease-6 version, 
published by the World Health Organization (WHO). The DSM echoed Adolf Meyers’s 
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psychobiological approach to seeing mental illness as a culmination of psychological, 
social, and biological facets.  
In alignment with improving care for people with mental illness, continuous 
research led to the publications of the revised DSM III in 1980, DSM IV in 1994, and the 
final version to date, the DSM V published in 2013 (APA, 2017). Throughout the years, 
changes consisted of removal and addition to create a new classification of diagnosis 
coupled with aligning the DSM with the ICD for more standardization (APA, 2017). The 
DSM V, the current manual in use by providers, reaffirms the complexity of mental 
illness, the impact of social and environmental factors on the severity of illness, as well 
as highlighting the gaps in knowledge of mental illness that ongoing research must 
address (APA, 2017).   
The critical need for research can be traced back to the mid-20th century with the 
establishment of the National Institute of Mental Health to lead research to promote 
better diagnosing and better treatment for people with mental illness (Knapp et al., 2020; 
National Council of Behavioral Health, 2020). The institutional inpatient care model was 
deemed the most effective model of treatment until data from the NIMH and other 
experts demonstrated that community-oriented care combined with the use of 
psychotropic medications would improve the quality of care and life of people with 
mental illness (Novella et al., 2010; Sontag 2011). From the 1960s to current days, 
treatment for mental health is provided in community-based programs such as outpatient 
clinics, partial hospitalization programs, small supervised residential homes, Assertive 
Community Program, Intensive case management programs, etc. (Novella, 2010; Sontag, 
2011). Martinez-Leal et al. (2011) highlighted that even though community-based 
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treatment programs enhance the quality of life of people with mental illness, they are 
falling short in helping people with mental illness address their physical health, poverty, 
inadequate living conditions, and social connectedness issues in the community. Despite 
having varying treatment models of care, connecting people with behavioral health and 
physical health issues to care, remains challenging (Kickman et al., 2016). Less than 40% 
of people with severe mental illness engage in care in a given year (NIMH, 2019) and for 
those who engage in care, they are faced with inadequacies in the services provided by 
community-based programs (Prins, 2011).   
Barriers to Mental Health Services   
Negative attitudes toward people with mental illness as a result of supernatural 
theory in early centuries, still ring true in many communities (Jutras, 2017, ) and is listed 
as a deterrent for people with mental illness seeking care and promotes social exclusion 
(Jagdeo et al., 2009; Wahl 2012). These negative attitudes toward mental illness are also 
referred to as stigmatization. Mental illness stigmatization is defined as the degrading, 
shaming of people with mental illness by the general public (Abdullah & Brown, 2011). 
Stigmatization is listed as the most significant barrier that must be eradicated in the 
community (WHO, 2003). On a system level, since 1950, shortage and an undertrained 
behavioral health workforce, as well as insufficient funding for mental health institutions 
and structures, continue to the recorded as barriers to providing care to people with 
severe mental illness (Knapp et al., 2011). The section that follows will focus on attitudes 




Jagdeo et al. (2009) conducted a quantitative survey to determine “prevalence and 
sociodemographic correlates of negative attitudes towards help-seeking for mental illness 
among the general population in the United States and Ontario” (p. 757). The study 
administered the U.S. National Comorbidity Survey (NCS) and the Canadian Ontario 
Health Survey (OHS), respectively to 5,877 and 6,902 individuals who were between 15 
to 54 years old. Multiple logistic regression analyses were used to investigate the 
correlation between variables of comfort, embarrassment, and seeking help. The findings 
of the study indicated that 15% of the OHS respondents and 20% of the NCS respondents 
indicated that there was a high chance of their not seeking the treatment if they had a 
severe mental health problem. More than half the respondents of both surveys indicated 
that they would be embarrassed if people close to them knew about their receiving mental 
health services. The study highlighted that in both countries, a negative attitude toward 
seeking mental health was higher among young, unmarried adults of low socioeconomic 
status, with less education (Jagdeo et al., 2009).  
Similar to previous studies, the Jagdeo et al. (2009) study affirmed that negative 
perceptions of mental illness have not been eradicated and prevent people from getting 
the care needed, seeking jobs, and integrating into society (WHO, 2011). This study 
offered the rationale for more work to be done to shift negative attitudes towards mental 
illness and ultimately increase the number of people who seek mental health care.  
Carpenter-Song et al. (2010) further examined stigmatization among people from 
different ethnic groups who are living with severe mental illness. The participants were 
25 African American, Latino, and European American adults residing in Hartford, 
Connecticut, and enrolled in a large community mental health center. The purpose of the 
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ethnographic study was to investigate people with severe mental illness, their 
understanding of their illness, and their response to engagement. The researchers 
gathered the data of the survey for 18 months via observation and conversations in real-
life contexts with participants. All participants, regardless of ethnic background, related 
their expectation of experience stigma due to having a psychiatric illness. Even though 
participants who identified as European American expected to deal with stigma, stigma 
was not dominant in their narratives compared to African American and Latino American 
participants. The study further noted that African Americans and Latino Americans who 
experience more stigmatization even with their families, resisted the medical perspective 
of their diagnosis, hence resisted treatment of their illness. In contrast, European 
Americans agreed with the service provider's views on their mental illness. This study 
cemented the significant impact of stigma on people with severe mental illness and their 
engagement in treatment.  
People with severe mental illness reframe from engaging in care due to their 
awareness of the general public's disfavoring views toward the illness (Carpenter-Song et 
al., 2010; Jagdeo et al., 2009). Jagdeo et al. 2009 emphasized the propensity of 
stigmatization among less-educated young adults of low economic status, and Carpenter-
Song et al. (2010) highlighted the importance of factoring in ethnicity when discussing 
stigma for people with severe mental illness. Both studies recommended more research to 
address stigmatization towards mental illness, which is recognized as a significant barrier 
to care (Carpenter-Song et al., 2010; Jagdeo et al., 2009). 
In addition to stigmatization, Kickman et al. (2016), discussed three key system-
level barriers that prevent people with severe mental illness from accessing care in the 
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US. The system-level barriers are (a) the siloed medical care, mental health, substance 
use, and social services systems of care; (b) workforce shortages; and (c) the current 
reimbursement model. As noted by Kickman et al. (2016), the fragmentation of the 
system of care in the US presents as a critical challenge to the goal of care integration. It 
was further stated that each system is treating people and has its own culture and 
regulations that may not necessarily support the integration of care necessary to 
positively impact health outcomes of people with severe mental illness (Kickman et al., 
2016). Coupled with the fragmented systems of care, Kickman et al. (2016) cited that the 
U.S. current workforce in behavioral health is reported to be ill-prepared for managing 
people with complex needs, unevenly distributed across the country and is minuscule in 
comparison to the population to be served.  
A 2016 report by the Health Resources and Services Administration (HRSA) 
estimated that by 2025 there would be significant shortages of psychiatrists, 
psychologists, social workers, mental health counselors, and marriage and family 
therapists, and areas of extreme poverty will be most affected (Elsevier, 2018). As well, 
Purington (2019) listed the low number of people interested in careers in behavioral 
health, an aging workforce, scarcity of resources for behavioral health services, and 
comparatively non-competitive low salaries. The third system-level barrier is the 
payment model, which does not include incentive to providers for collaborating with 
others and does not provide reimbursement rates to provide necessary resources to 
provide adequate care. The fee for the service payment model does not foster the system 
of shared accountability among providers. (Kickman et al., 2016).  
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Mental illness continues to be a public health concern demanding attention from 
people living with the conditions; people who care for them, the community at large, and 
lawmakers. The legislation is often enacted in response to triggering issues involving 
different actors. In the US, legislations were enacted at various points that shaped the 
treatment for people with mental illness.   
Mental Health Legislation 
Mental health legislation operates to safeguard and enhance the lives and mental 
wellness of inhabitants (WHO, 2002) as well as balancing conflicting and non-conflicting 
interests of people with mental illness and those of the general public (O’Reilly et al., 
2010). Mental health legislation sets the parameters for needed services to be provided to 
those who were living with mental illness, as people with mental health issues have the 
right to have access to health care that is publicly funded (O’Reilly et al., 2010).  
Legislation (or health insurance laws) affect all citizens, especially those with health 
conditions. Health insurance legislation in the United States dates to the early 1930s and 
continues to require the attention of lawmakers, institutions, and the public. Five distinct 
periods coincide with landmark legislation and provide the basis for the legitimacy of 
mental health care in this country. Legislations create a framework for providing 
coverage and care for people who are poor and have disabilities. Health insurance 
coverage serves as the conduit for eligible people to receive medical services in both 
outpatient and inpatient settings.   
National Health Insurance 
In 1935, the Social Security Act served as a legislative prelude for the creation of 
a national health insurance program. Title XIX of the Social Security Act provided the 
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funding to pay for medical assistance to a group of people with minimum income and 
limited resources. In 1965 President Lyndon B. Johnson signed an amendment to create 
the national health insurance program known as Medicaid and Medicare (Berkowitz, 
2005). Medicaid was instituted as a joint supportive endeavor funded by the federal and 
state governments to provide medical assistance to people in need who meet the set 
eligibility criteria. The Medicaid program provides health coverage to millions of 
Americans, including eligible low-income adults, children, pregnant women, elderly 
adults, and people with disabilities (Medicaid.gov., 2015). 
Although the federal government establishes guidelines, each state has autonomy 
over determining eligibility criteria, type, scope and duration of services, and rate 
reimbursements for service (Klees et al., 2009). Each state uses its discretion to determine 
which subgroup of the population it will cover and decides on the financial criteria for 
Medicaid eligibility. States need to ensure their eligibility criteria included people who 
are determined by the federal government as “categorically needy” to receive federal 
funds for the Medicaid program. Contrary to popular belief, the Medicaid program does 
not provide coverage to all poor people. Hence, most states have a supplemental “state-
only” plan to address the needs of other poor people who do not qualify for Medicaid. 
States may set create a limit on the types and duration of services offered under their 
Medicaid programs (Klees et al., 2009). 
The Medicaid program has grown exponentially due to changes in federal 
mandates to widen the pool of people who qualify for the program. Consequently, there 
were notable increases in the number of elderly, growth in the number of people with 
disabilities needing comprehensive acute care, as well as an increase in payment rates to 
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health care providers in relation to overall inflation (Klees et al., 2009). The cost to 
administer the Medicaid program continues to rise as well. To help with better 
management of the cost and care, Medicaid contracted with a health delivery system 
known as managed care. This entity is responsible for managing cost, utilization of 
services. On Medicaid’s 50th anniversary, reports showed some states engaging in 
initiatives around coordination and integration of health and behavioral health services 
beyond existing traditional managed care organizations to improve care for people with 
chronic conditions, incentivizing performances, and establishing accountability for 
quality care (Medicaid.gov, 2015).  
The establishment of the Medicaid program was a federal response to the 
necessity of taking care of people with special needs who are poor. Developing national 
insurance to be administered by each state provided the flexibility to manage the program 
based on the realities at the local level. Since its inception, the program widened 
eligibility criteria to increase enrollees and offered specialty services to improve the 
quality of life of people covered by Medicaid. Other legislations were adopted in the vein 
of enhancing the care, access to care, and quality of life, especially for people with 
mental health concerns. A chronological examination of the enactment of laws related to 
mental treatment in America after the birth of national health insurance is warranted.  
1940s. During this period, over half a million children and adults with mental 
illness were living in institutions (Sheffield, 2016). Those institutions kept people with 
mental illness isolated and offered minimal opportunities for therapy and rehabilitation 
(SAMHSA , 2016). Inadequate funding of the institutions created challenges with 
maintaining a reasonable ratio of clients to staff, trained mental health professionals, 
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humane living conditions, as well as respecting the rights of the patients (Herman, 1995; 
Knapp et al., 2011). Advocates’ denouncement of the inhumane treatment on people with 
mental illness in institutions, especially those returning from the war (Herman, 1995), led 
to the National Mental Health Act being signed into law on July 3rd, 1946 by President 
Harry S. Truman.  
The enactment of this act was a key indicator of the federal government's 
commitment to addressing mental health concerns in America (Herman, 1995). This Act 
provided funding to develop the National Institute of Mental Health to research new ways 
of diagnosing and treating people with mental illness more effectively (National Institute 
of Health, 2011). Studies led by the NIMH provided empirical data to support 
recommendations around alternate treatment for people with mental illness being treated 
in institutions. The push for deinstitutionalization in the mid-1950s and the 
recommendation for community-based care as the best approach to improve the quality of 
life of people with mental illness were the direct result of studies conducted by the NIMH 
(Novella, 2010; PBS, 2012).  
1960s. The growing awareness of the horrible conditions in the psychiatric 
institutions and the availability of research around new treatment modalities served as 
triggering points for policy makers to remedy the failing mental health system of care. On 
October 31, 1963, President John F. Kennedy signed into law the Community Mental 
Health Act (also known as the Mental Retardation and Community Mental Health 
Centers Construction Act of 1963 - CMHC). The legislation aimed at diverting funding 
from institutionalized care to evidence-based interventions, rehabilitation, and preventive 
services in the community (SAMSHA, 2016). This law allowed for the use of federal 
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grants to establish 1,500 comprehensive new mental health treatment centers in 
communities in the country. The “community-based” mental health care centers, at a 
minimum, were to provide the following five critical services: consultation and education 
of mental health, inpatient services, outpatient services, emergency response, and partial 
hospitalization (Sheffield, 2016). In the vein of improving care, the CMHC also proposed 
continued research on mental illness, and increase training for professionals and staff 
who work with people with mental health issues (SAMSHA, 2016). 
 Subsequently, partial hospitalization, emergency services, outpatient psychiatric 
treatment, and short-term inpatient care and smaller supervised residential homes became 
a substitute to institutionalizing people who required mental health treatment (Lamb & 
Weinberger, 2005; National Council of Behavioral Health, 2020; Novella, 2010). 
Regrettably, these alternatives were not comprehensive and intensive enough to 
effectively address the needs of people who were previously in institutions or needed a 
higher level of care in the community (Sheffield, 2016). Community mental health 
centers did not have the structure to support and coordinate care for people with severe 
mental illness. The causes of the failure of the law were the underfunding and 
understaffing within the mental health system. As highlighted by Knapp et al. (2011), the 
lack of funding coupled with improper management were at the root of the struggles 
community-based programs faced in their efforts to meet the goal of improving the 
quality of life of people with severe mental illness.  
Consequently, the decrease of institutionalization coupled with ineffective 
community treatment alternatives formed other problems in the community. The 
population previously kept in hospitalization was now in the community at risk of 
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homelessness, substance use disorder, suicide, and incarceration (Sheffield, 2016). With 
limited availability of hospital beds, people with severe mental illness returned to the 
street due to a lack of stable housing, compounded with inadequate community treatment 
options (Prins, 2011).   
As evidenced, Los Angeles County, Rikers Island in New York, and Cook County 
in Illinois, were the nation's largest public mental health providers (Sheffield, 2016). This 
phenomenon of shifting people with mental illness from one institution to the other is 
known as “trans institutionalization.” Some studies argued that the decrease of hospital 
beds was not the cause of the overrepresentation of people with mental illness in the 
criminal justice system (Erickson et al., 2008; McGrew et al., 1999). Instead, researchers 
cited the contrast between the compound need for people with severe mental illness and 
the existing mental services in the community that are not effective for a portion of 
people with SMI. The researchers cited the lack of access to “high-quality” services and 
evidence-based treatment in the community as the reasons for the overrepresentation of 
people with severe mental illness in the criminal justice system (Cusack et al., 2010; 
Steadman & Naples, 2005). 
1980s. Despite the CMHC Act, findings from Congress enumerated that certain 
groups of people (the poor, people with chronic mental illness, elderly, people from racial 
minorities, youth and children, people in rural areas), were still lacking access to 
adequate to public and private mental health services and support services needed in the 
community. The findings further affirmed that the process of shifting people with chronic 
mental illness from inadequate institutions to the communities, was not paired with the 
mental health services needed (The Mental Health Systems Act, 1980). The lack of 
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coordinated effort among governmental entities coupled with the lack of adequately 
trained general health care professionals accounted for the people with mental health 
disorders not receiving appropriate mental health care (The Mental Health Systems Act, 
1980).   
The Mental Health Systems Act was signed into law on October 7th, 1980, by the 
96th Congress. The purpose of this law was to improve the provision of mental health 
services and ultimately boost mental health care in the US. This law emphasized the 
development of programs that address psychosocial needs for people with chronic mental 
illness, prevention of mental illness, education about mental illness and the rights of 
people with mental health disorders. The law further provided the framework for the 
development and review of treatment plans as well as highlighting the importance of 
coordination of services and diversifying the workforce to mirror racially minoritized 
groups (The Mental Health Systems Act, 1980). Nevertheless, the law did not address 
insurance coverage of services related to behavioral health treatment. 
1990s and 2000s. Historically, several insurance plans provided less coverage for 
mental health care in comparison to physical health services (APA, 2010). The unequal 
handling of mental health and medical claims by insurance companies has been one 
longstanding concern for Congress with no recorded successful solution (Shamash, 
2011). Subsequently, in 1996 the federal government engaged in the first attempt to close 
the coverage gap between mental health and medical care by enacting the Mental Health 
Parity Act (MHPA) (Scarbrough, 2018). The MHPA was the federal government's 
attempt to address the disparity in health coverage for mental health services and 
proposed a requirement for mental health services to be covered on par with medical 
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services (Sarata, 2011). Congressional investigators unfortunately quickly learned after 
the implementation of the act that thousands of employers were not in compliance with 
the requirements of the law (Pear, 2000). This lack of success with the federal 
government’s attempt to address the discrepancies between behavioral and medical care 
birthed in 2008, a newer version of the act as the Mental Health Parity and Addiction 
Equity Act (MHPAE).  
Federal MHPAE requires for insurers who cover mental health and substance use 
disorder services, to offer coverage of those services at parity with medical and surgical 
services, and specifically in the following four areas: “(1) Annual and Aggregate 
Lifetime Limits (2) Treatment Limitations (3) Financial Requirements (4) In- and Out-of-
Network Covered Benefits” (Sarata, 2011, p. 2). Though the act provided better access to 
substance care, it fell short in addressing issues cited for mental health treatment and 
coverage (Shamash, 2017). 
2010s. Despite having more than 10 million Americans listed and needing care, 
the financing and provision of behavioral care remained a concern that legislations have 
continuously failed to address (Rochefort, 2018). To transform the American health care 
system, President Barack Obama furthered the act of the MHPAE by passing legislation 
around mental treatment. The bill signed by Congress into law in March 2010 is known 
as the Patient Protection and Affordable Care Act (ACA); it requires insurance 
companies to provide coverage for “essential health benefits,” which encompasses mental 
health services (Scarbrough, 2018). Rochefort (2018) noted that the passing of this act 
was a significant step in the advancement of U.S. mental health care in addition to being 
labeled as legislation with higher transformation potential of the health care system in 
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comparison to the previous one. He further highlighted that the act offered coverage to 
fill gaps that previous legislation failed to address. For behavioral health care, it 
translated into the act availing to people with chronic needs through both private and 
public sources, comprehensive benefit packets.   
The National Conference of State Legislatures (2011) summarized the five 
provisions under the ACA. The provisions are (a) expansion to access to insurance 
coverage to millions of Americans, (b) increase consumer protection, (c) focused 
attention on preventive care and wellness, (d) improve quality and systems performance, 
(e) encourage health workforce development, and (f) curtail health care cost. In 2014 it 
was estimated that about 32 million Americans would gain access to health coverage 
under the first provision of expanding access to health insurance. Under the second 
provision, several insurance reforms were implemented under the rule of increasing 
consumer insurance protections. The laws prohibited most insurance plans from 
excluding people with preexisting conditions, discriminating on a basis of health status, 
requiring annual monetary caps on coverage, nondiscrimination in benefits, and 
reinforces mental health and substance use parity.  
To achieve the third provision of prevention and wellness, the act also created 
prevention and public health funds to help states develop prevention programs such as 
disease screenings and immunization, mandate insurance plans to cover preventive care, 
and increase Medicaid payment by 1% for the provision of distinct preventative services. 
To address health quality and system performance, the law provisioned for investments in 
health information technology, research and demonstration projects around payment and 
most importantly, the options for states to create health homes to provide and improve the 
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care for people with comorbidity issues. The fifth provision focuses on establishing 
reforms in graduate medical education training, offering more scholarships and loan 
forgiveness programs for nurses, encouraging the development of new primary care 
models, and availing more funding to community mental health centers, school-based 
centers, and nurse-managed clinics. The sixth and critical provision is the promise to 
lower the cost of health care by targeting preventative care, increasing the monitoring of 
health insurance practices, reducing health care fraud and abuse and implementing new 
delivery and payment system models for both Medicaid and Medicare (The National 
Conference of State Legislatures, 2011).  
The policy idea behind including a section in ACA specifically addressing 
behavioral health care was the actualization of the “triple aim” concept, which 
simultaneously tackled issues of cost, access, and quality (Berwick et al., 2008). As noted 
by Center for Medicare and Medicaid Services [CMS] (2010),  Section 2703 of the 
Affordable Care Act, added Section 1945 to the Social Security Act (The ACT)’s State 
Option Plan requires for care for people with chronic conditions be coordinated through 
the health home. Subsequently, the Center for Medicare and Medicaid Services, in 
alignment with the ACA sets the expectation for health homes to provide a 
comprehensive “person-centered” service by seamless integration and coordination of all 
primary, severe, behavioral health and long-term services to treat the person holistically 
(CMS, 2010). The objective of the health home is to provide preventive and supportive 
services coupled with case management to maintain continuity of care for patients with 
mental health and medical problem who float between inpatient and outpatient services 
(Rochefort, 2018).  
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Data from a survey conducted between 2009 to 2013 indicated that 10.9 million 
adults with mental health or substance use diagnoses and no health insurance coverage, 
met eligibility criteria for health insurance under the Medicaid expansion or through the 
health exchange (Rochefort, 2018). As evidenced, the number of adults receiving mental 
health care increased after 2010. Nevertheless, over 2.6 million adults with mental 
conditions were not successful in obtaining health coverage leading to the supreme court 
ruling over the federal government’s limitation to impose Medicaid program expansion 
(Rochefort, 2018). The lack of transparency about benefits for mental health and 
substance use treatment under insurance plans further compromises the legislation's 
ability to adequately care for people with particular needs as outlined in the various 
provision (Gillespie, 2015). Hence, consumers and advocates still report barriers with 
insurance companies providing mental health and substance use treatment on par with 
medical services (Health Affairs, 2015). 
2016. With the existence of the health home coordinating care for people with 
mental health and substance, issues around coverage for treatment present at times, as 
barriers to care. The challenges with MHPAEA became more evident with the national 
opioid epidemic, prompting Congress to once again engage in another attempt to fix the 
health care systems' shortcomings regarding mental health coverage by enacting the 21st 
Century Cure Act known as the “Cures Act” in 2016 (Radelat, 2016). The Cures Act 
provided $4.8 billion to the National Institute of Health, $1 billion to address the opioid 
epidemic and funds for the establishment of suicide prevention programs and mental 
health services for children (National Institutes of Health, 2017). This law had the 
potential to lead to mental health reform (National Institutes of Health, 2017). The 
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Mental Health Reform Act of 2016 (Radelat, 2016) was consequently signed into law. 
This law required governmental entities to fortify leadership and accountability for 
federal mental health programs with a specific emphasis on people with serious mental 
illness. Additionally, it requires programs to use the most up-to-date evidence-based 
practice interventions, promote mental care access by offering support to develop and 
train the behavioral health workforce, and ultimately offer mental health parity 
protections (SAMHSA, 2016).  
The Mental Health and Safe Communities Act of 2015 has many elements, 
however, this study elaborates on the mental health portion of the Act. The provision 
around mental health aims to fortify the U.S. mental health system and improve public 
safety as well as shining attention on the need of various workforce groups that deal with 
people with psychiatric conditions. The new law enacted in the vein of improving mental 
health care is The Helping Families in Mental Health Crisis Act of 2016. The act aims to  
(a) train law enforcement staff and first responders to effectively engage with people with 
psychiatric needs, (b) fund crisis response services, support the mental health workforce 
to include peers and recovery coaches, (d) combat suicide in communities and schools, 
(d) promote early intervention for people to get the correct mental health care at the right 
time, (e) support integration of health and mental health care, and (f) encourage reporting 
on mental health parity (National Alliance on Mental Illness, 2019).  
Through advocacy, the federal government could no longer remain silent vis-à-vis 
the reported inhumane treatment people with mental illness received in America 
(Herman, 1995). The national Mental Health Act, signed in 1946, was the signal that the 
government was recognizing mental health as a public health concern requiring national 
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attention. This law provided the funds to create a national institute that will take the lead 
in research to improve the diagnosing of mental illness and providing better treatment 
options (Herman, 1995; Knapp et al., 2011). Successively, NIMH provided empirical 
data to push for a significant change in the mental care system by recommending mental 
health treatment to be delivered in the community rather than an institution (Novella, 
2010; PBS 2012). To implement the recommendations from the NIMH, the Community 
Mental Health Center Act was passed. While this act provided the funding to build the 
centers, it fell short in adequately meeting the complex needs of people with severe 
mental illness being released from institutions. People with mental illness residing in the 
community faced issues ranging from homelessness to inadequate coverage despite the 
establishment of the national health insurance program in 1965 (Prins, 2011). 
As a result, the MHPA and MHPEA acts were passed in attempts to address the 
challenges in the availability of mental health and substance use treatment benefits. 
Concurrently the ACA was passed with several provisions that held the promise to 
transform the health care system, especially for those with severe mental illness with the 
creation of the health home model of care. The ACA specifically made provisions to 
address the workforce shortage and challenges in the behavioral health arena. The 
importance of continued research, adopting evidence practices, and training the 
workforce and care coordination were accentuated, especially in the acts passed in 2015 
and 2016 (Medicaid.Gov, 2015; Mental Health Systems Act, 1980; National Alliance on  
Mental Illness [NAMI], 2020; National Council for Behavioral Health, 2020; 
Scarbrough, 2018).  
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 2020s. In December 2019 there was an outbreak of the Coronavirus (COVID-19) 
that progressed to the status of a global pandemic. In January, the US declared a public 
health emergency which activated a myriad of actions by President Donald Trump’s 
administration and Congress. According to the Center for Disease Control, as of July 
2020, there were 3,761,362 cases in the US with 140,157 recorded deaths.  New York 
State recorded a total of 407,326 cases of the virus and 25,056 deaths (Dobkin et al., 
2020) and New York City accounted for 218,478 of the cases and 18,787 of the deaths 
(NYC Health, 2020). Based on data from the prior pandemic, it was anticipated that 
persons with preexisting mental health conditions, health care workers, people diagnosed 
with COVID-19 and their communities would be negatively impacted by COVID-19 
(Haider et al., 2020). 
The data indicated that since February, 2020, over 35% of the U.S. adult 
population lost their jobs, 29% of adults had difficulties paying their bills or were unable 
to afford health insurance coverage, 56% of Black adults reported experiencing extreme 
financial hardship, and 56% of adults reported having problems sleeping, eating, had 
increased alcohol use, or worsening chronic conditions (Kirzinger et al., 2020). On March 
25, 2020, the Trump administration and Congress subsequently passed The Coronavirus 
Aid, Relief, and Economic Security Act (CARES Act) in response to the coronavirus 
outbreak. The CARES Act was an approximately $2.3 trillion emergency economic 
stimulus package that offered much needed relief resources in every sector of society.   
The CARES Act included business tax relief, emergency appropriations, 
assistance to state and local government, assistance to severely distressed sectors of the 
economy, small businesses, unemployment benefits, transparency and oversight, banking 
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relief, mortgage forbearance and health care provisions. In this section, we will expand 
on the health care and Medicaid/Medicare provisions of the CARES Act. The health care 
provision was set to reduce costs for individuals and offer financial resources to hospitals, 
community health centers, the CDC, and veterans’ health care. The CARES Act provided 
$127 billion to the Public Health and Social Services Emergency funds of which $100 
billion served to address COVID-19 related expenses and revenue lost. Specific 
provisions for people with mental health conditions were as follows: $425 million was 
provided to  the Substance Abuse and Mental Health Services Administration 
(SAMHSA), of which $250 million was to be allocated to Certified Community 
Behavioral Health Clinics (CCBHCs); $50 million for suicide prevention programs; $100 
million for emergency-response spending with a focus on services such outreach to those 
experiencing homelessness, and $15 million for tribal communities (NAMI, 2020). 
 In relation to Medicaid, the CARES Act allocated a 6.2% temporary increase in 
the federal matching rate for Medicaid programs, allowed for COVID-19 testing to be 
covered by Medicaid and the Children’s Health Insurance Program (CHIP) without cost-
sharing, even for uninsured individuals (NAMI, 2020). Provisions were also to expand 
Medicare coverage for telehealth services and home health services as well as expansion 
of grant-funding evidence-based telehealth networks and technologies (Shea et al., 2020).   
In the context of this study, the focus was placed on the opportunity created by the ACA 
to provide care coordination and intervention recommended for improving the outcomes 





Care Coordination in Medical Homes and Health Homes 
Coordination of care is an intervention used in both patient-centered medical 
homes (PCMH) and health homes to provide safe, high-quality care to “at-risk 
populations” such as patients with multiple chronic conditions (Haas & Swan, 2014). 
Both homes were established to address the needs of people with severe mental illness, 
and each home utilizes different models and staffing to engage in the coordination of 
care. The following section describes each home and the type of care coordination 
provided. 
Patient-Centered Medical Home  
The American Academy of Pediatrics pioneered the medical home concept in 
1967 as a model of primary care for children with special health care needs. The model 
highlights that services needed to continuous, comprehensive, coordinated, 
compassionate, family-centered, and culturally and linguistically appropriate care (Grant 
& Green, 2012; Sia et al., 2004). The Patient-Centered Medical Home was then instituted 
as the model of care to serve people with medical needs classified as underserved and 
high-risk (Grant & Green, 2012). PCMHs deliver care through interprofessional teams of 
providers, including physicians, advanced practice nurses, pharmacists, social workers, 
and registered nurses. The interprofessional teams use patient-centered evidence-based 
interventions and work collaboratively to provide patient-centered primary care to all 
patients with a focus on wellness, prevention, and early detection of illness (Haas & 
Swan, 2014). Even though Shier et al. (2013), named seven care coordination models 
currently used in health care practice, within the PCMH context, this study will elaborate 
on the Care Coordination Transition Management (CCTM) done by registered nurses and 
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the AIMS model developed for social workers in primary care practice. In the PCMH, the 
coordination of care is done by nurses or social workers who use different models.  
Care Coordination and Transition Management Model  
The purpose of the model is to standardize the work of ambulatory care nurses by 
specifying the scope of practices of CCTM and competencies required to perform CCTM 
(Haas & Swan, 2014). They categorized competencies like knowledge, skills, and 
attitudes that are essential for the registered nurse (RN) to meet the needs of patients with 
complex chronic illnesses, not only in Patient-Centered Medical Homes but also in 
nontraditional outpatient settings. The standardized competencies are used as a 
framework to prepare them for their role as a registered nurse in the CCTM model. 
Registered nurses are required to promote health literacy, educate clients to become self-
advocates, negotiate to set up services for patients, assess patients and their family’s 
aptitude to learn, and coordinate and collaborate between primary care providers and 
specialty providers by sharing care plan across all providers. The nurse is also expected 
to answer questions patients and families may have pre and post visits with a provider, 
assess a patient’s level of understanding of diagnosis and treatment, track and monitor 
selected population health metrics, provide ongoing in-service to team members, and use 
motivational interviewing to develop patient centered-planning (Haas & Swan, 2014). 
AIMS Model of Care Coordination by Social Workers  
AIMS stands for ambulatory integration of the medical and social work model. 
Social workers’ training and education position them well to conduct a comprehensive 
assessment of clients with no medical needs and generate appropriate referrals (Rowe & 
Rizzo, 2014). This model is designed to link patients in primary care to social services 
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support to improve patients' abilities to independently manage their help (Rowe et al., 
2015). The model consists of four phases which are: (a) social workers gaining an 
understating of the client’s physical, social, and emotional status; (b) conduct a 
comprehensive biopsychosocial using a tool covering six domains of clients’ life to 
identify strengths, treatment goals and care plan; (c) assist client to implement agreed-
upon care plan through ongoing provision of case management support such as problem-
solving and; (d) terminate the services by recapitulating achieved goals or establishing a 
new care plan if applicable, as well reminding clients to reconnect with the social worker 
should new challenges arise (Rowe et al., 2015). 
Bao et al. (2013) noted that although PCMH is required to coordinate care for 
people with behavioral needs, the program is reported to be better suited to serve people 
with mild to moderate behavioral health conditions. The authors advanced that PCMH 
may not have the capacity to deal with people with chronic behavioral health conditions 
who need comprehensive behavioral care services that are absent within the primary care 
practice. Another element that prevents PCMH from providing care to all is that private 
practice based PCMH may choose not to accept Medicaid. The Medicaid health home 
was recommended to address the needs of those patients that are not served in the PCMH 
(Bao et al., 2013).   
Health Home 
The Center for Medicare and Medicaid Services [CMS] (2010) describes health 
home in this way:  
The health home service delivery model is an essential option for providing a 
cost-effective, longitudinal “home” to facilitate access to an interdisciplinary 
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array of medical care, behavioral health care, and community-based social 
services and supports for both children and adults with chronic conditions. (p. 2)   
The health home is for people with Medicaid who have two or more chronic 
diseases, have one chronic condition and are a risk for a second one, and or have one 
serious mental health condition (Medicaid.gov, 2015). The health home is different from 
the PCMH as it emphasizes care coordination activities to be done in behavioral health 
specialty settings such as community organizations. 
 Providers can be physicians, clinic/practice groups, community health centers, a 
team of health professionals (nurses, social workers, or behavioral health specialists) or 
health teams (pharmacists, medical specialists, behavioral health providers). The health 
homes providers are expected to build linkages to foster the provision of various 
community and social supports essential for the coordination of medical and behavioral 
care to effectively manage the needs of people with chronic illness (Bao et al., 2013).  
In New York, the staff directly responsible for making appropriate referrals and 
coordinating care between all providers are baccalaureate level care coordinators who are 
supervised by master’s level clinicians (NYSDOH, 2017).  Care coordinators are 
responsible for developing a person-centered plan of care (POC) grounded in the 
comprehensive assessment completed within 60 days on enrollment in the program (New 
York State Department of Health, 2019). The POC will be implemented via the provision 
of the following six core services: comprehensive care management, care coordination, 
health promotion, comprehensive transitional care/follow up, patient and family support, 
and referral to community and social support (CMS, 2010).   
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Care coordination is an intervention provided both in PCMH and health home. 
The staffing, model of care coordination, frequency, and duration of the care 
coordination, differ based on the needs of the patients. The recognition of the 
infrastructural inadequacy of the PCMH to effectively deal with people with severe 
behavioral needs birthed the Medicaid health home to serve people with severe mental 
health conditions (Bao et al., 2013). The question to explore is whether the staffing of the 
health home responsible for coordinating care for people with severe behavioral health 
issues has the education and trainings necessary to do their assigned job effectively.  
Care Coordination for People with SMI and its Challenges 
Tricco et al. (2014) conducted a meta-analysis study to examine the effectiveness 
of interventions to improve care coordination practices and ultimately reduce health care 
utilization for the same group of service recipients who drive up the cost of health care. 
Tricco et al. (2014) used the databases Medline, Embase, and Cothrane library to select 
randomized clinical trials (RTC) that focused on identifying quality improvement 
strategies to better coordinate care for those individuals who fall under the category of 
super-utilizers of the health care system. A total of 36 RCT articles were used for the 
review, along with reports providing data on 7,494 patients. 
The study conducted by Tricco et al. 2014, revealed there was a large portion of 
patients who were part of the intervention group that had fewer inpatient visits compared 
to the patient in the control group. The Tricco et al. study highlighted that even though 
there were similar results for a patient dealing with chronic conditions other than mental 
illness, the results were not seen with patients diagnosed with mental illness. The study 
posited that quality improvement strategies for coordination of care that work for patients 
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dealing with chronic diseases other than mental illness are not effective when 
coordinating care for patients diagnosed with mental illness (Tricco et al., 2014). These 
findings add to the need for more specialized and tailored services for a patient diagnosed 
with severe mental illness. 
Gulliver et al. (2018), in the same vein, conducted a quantitative study in 
Australia to evaluate programs designed to improve the coordination of care for people 
diagnosed with severe and persistent mental illness. The study looked at 25 participants 
of the program to assess improvement in the areas of the participants’ life on a micro-
level and their experience of the health system on the macro-level (Gulliver et al., 2018). 
Global single items were administered at baseline, midpoint, and endpoint to see 
the improvements of participants through the program. Data analysis was done using the 
Statistical Package for Social Sciences (SPSS). Gulliver et al. (2018) noted in their 
studies, improvements in areas such a social inclusion, perceptions of recovery, and 
belief of increased ability to better navigate the health system. Access to care is listed as a 
significant barrier to care for people with severe mental illness (Kickman et al., 2016). 
The study emphasized the pivotal active role of support facilitators in working with SMI 
clients to achieve outcomes such as social inclusion and better access to care. Also, the 
studies highlighted the need for specialized coordination of care for the people with SMI 
and the need for larger systems to recognize the critical role of a care coordinator 
(Gulliver et al., 2018). This study further supported the reality of people with SMI having 
complex needs, hence the need to develop specialized care coordination to obtain better 
health outcomes.   
 
58 
Coordination care for people with a complex need seems to be a concern, not 
limited to the United States. Jones et al. (2018) examined care coordination components 
in various parts of the world. The study aimed “to explore which interventions have 
proven effective in promoting personalized, recovery-oriented care planning and 
coordination for community mental health users" (p. 1).  A systematic review of 3,940 
papers from the UK, Australia, and the US resulted in only 50 articles being selected for 
the study. The findings pointed to the study of "Evaluations of the effects of policy 
interventions on the organization, management, and delivery of service" (Jones et al., 
2018, p. 10). The study posited that factors such as policies, siloed systems, lack of a 
system to aid in the information sharing process among providers, no clear definition role 
of non-medical and social care providers, and inadequate training of the workforce 
affected the effectiveness of the coordination of care for clients (Jones et al., 2018). The 
second area of focus was “Evaluations of organizational and service delivery efficiency 
in terms of care planning and coordination," and findings revealed the process of care 
coordination required an overwhelming amount of documentation and navigation of 
several bureaucratic processes (Jones et al., 2018, p. 13).  
The final research area was "Service users and carers experiences of community 
mental health care coordination and their involvement in research” (Jones et al., 2018, p. 
13). The findings demonstrated that while service users did not partner or understand the 
care planning process, care coordinators associated the lack of involvement from clients 
to the clients’ lack of motivation or their disability (Jones et al., 2018). This study 
provided information on both the institutional and global systems that impact the 
application of care coordination on an individual level. The study helps the community of 
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mental health clinicians gain insight into the experiences of service users receiving care 
coordination and the staff coordinating or planning the care.  
Coordination of care for people with chronic conditions and SMI was cited in few 
studies to be a promising model to get positive outcomes (Gulliver et al., 2018; Tricco et 
al., 2014). While Tricco et al. (2014) and Gulliver et al. (2018) affirmed in their studies 
the need to tailor care coordination programs to the specific needs of people with SMI, 
Jones et al. (2018) highlighted the existing flaws in the macro systems impacting the 
implementation of effective care coordination programs. The coordination of care for 
people with SMI faces challenges, though it was noted as a needed service to yield 
positive health outcomes of service users. There continue to be barriers at the various 
level of the systems, whether in the form of policies, processes, funding, or inadequate 
staffing (Gulliver et al., 2018; Jones et al., 2018; Tricco et al., 2014).  The consensus on 
the various challenges to coordinating care for people with SMI provides some 
rationalization to the understanding of negative outcomes continuously reported for these 
groups. People with existing mental health conditions are more like to deal with social 
disparities, hence being adversely affected by the COVID-19 pandemic (Kaufman et al., 
2020).  
Care Coordination During COVID-19  
“Coronaviruses are a group of viruses that affect humans; when a human is 
affected, he or she will experience mild to severe respiratory diseases” (WHO, 2020, p. 
1). The disease has spread globally giving it the status of a pandemic; worse, there is no 
vaccine (Haider et al., 2020).  As evidenced by previous pandemics, COVID-19 will have 
foreseeable consequences on the mental health of those without preexisting mental 
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conditions (Mak et al., 2009). Since COVID-19, one in three persons and one in five are 
respectively reporting experiencing anxiety and difficulties sleeping with symptoms of 
depression (Huang & Zhao, 2020). Additionally, COVID-19 is likely to worsen substance 
use, loneliness, domestic violence incidences coupled with child abuse (Galea et al., 
2020). These factors are known to affect the development or worsening of psychiatric 
disorders for those currently with psychiatric conditions (Haider et al., 2020). 
People currently living with mental health conditions are more vulnerable as they 
are known to also experience poverty, chronic medical problems, and social disparities 
(Kaufman et al., 2020). These conditions foster stress which are known to worsen 
symptoms of people diagnosed with schizophrenia and bipolar affective disorders (Haider 
et al., 2020). Post a natural disaster, people living with schizophrenia and bipolar 
disorders show more negative symptoms of their illnesses (Horan et al., 2007). During 
past pandemics, psychiatric morbidities were alleviated by social support and “disease-
related worry” (Bonanno et al., 2008). Care coordination, an intervention mitigating 
factors contributing to poor health outcomes for people with severe mental illness, shifted 
to telehealth to ensure continuity of services during the pandemic.  
Macher et al. (2020) highlighted telehealth’s limitations as it does not provide the 
in vivo face-to-face engagement which is known to be effective for people with SMI 
needing intensive treatment and group support to manage negative symptoms. People 
with SMI rely on care coordination services due to their inability to know where and how 
to begin services or what services are available. The fragmented health systems make the 
role of care coordinator crucial in meeting the expectations of providing clear direction 
regarding accessing care (Macher et al., 2020).  
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The biopsychopharmacosocial model is noted as an effective model to assess and 
address challenging behaviors and psychiatric diagnoses in mental health and acute 
settings (Clark et al., 2017; Hext et al., 2018).  The model of services looks at the 
biological, psychological, pharmacological, and social considerations in various 
environments of the individuals; care coordinators are expected to focus on these four 
domains. Under this model, within the biological frame, personal hygiene, mobility and 
exercise tolerance, and impact of symptoms such shortness of breath are addressed. 
Within the pharmacological frame, the provider must focus on access to prescribed 
medications, adherence to medication, and concerns with prescriptions. Within the 
environmental frame, an assessment of the physical space, to include ventilation of the 
space, availability of outdoor space, and cleanliness of living space etc., is conducted.  
The social component addresses access to groceries and shopping for essential 
items, technological equipment and skills, access to family and friends, worries about the 
well-being of loved ones and the effects of the change of routine on a person’s life. The 
psychiatric component must focus on impact of loss and bereavement on mental health, 
assess for signs of increased anxiety and depression, impact of poverty on mental health, 
and access to mental health services (Baker & Clark, 2020). Care coordinators, in their 
role, must learn how to provide assessment beyond the core services of the health homes 
to ensure their clients well-being during the COVID-19. Care coordinators must also 
learn to effectively navigate the fragmented health care systems to connect clients to 
medical, psychiatric, and social resources available virtually during the COVID-19 
pandemic. Care coordination and medical homes are essential services recognized as a 
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favorable intervention to consider and research when designing a disaster recovery health 
care model (Kanter et al., 2015) 
Care Coordination Workforce  
Nurses and social workers in PCMH provide care coordination to people with 
moderate behavioral health needs, whereas people with severe mental illness in the health 
home receive care coordination from baccalaureate level staff who should receive clinical 
supervision from the master’s level clinicians (NYSDOH, 2013). The education, training, 
and supervision are essential components that affect the effectiveness of care 
coordinators who are the non-licensed staff. Dailey et al. (2015) conducted a study to 
look at innovative workforce practices to help direct care workers servicing people who 
have severe mental illnesses. The eligible programs were "community-based services run 
by private nonprofit and for-profit agencies, state and county-operated or funded 
agencies, federally qualified health care centers, Indian or tribe community health 
services, recovery community and recovery support organizations and faith-based 
organizations” (Dailey et al., 2015,  p. 648). The selection of the programs to be reviewed 
was completed by the Annapolis Coalition on the Behavioral Health Workforce, which 
selected six out of 51 programs (Dailey et al., 2015). Dailey et al. in their study, used 
selection criteria adapted both from the Harvard Innovation in an American Government 
Awards and The Hitachi Foundation priorities. 
The call to the nomination was distributed to all eligible programs throughout the 
United States along with the federal Substance Abuse and Mental Health Services 
Administration, sending the announcement to a listserv of 50,000 recipients using the  
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"e-network" system. Among 51 submissions, 38 programs met eligibility criteria, seven 
programs out of the 38 were selected for site visits and case studies, which resulted in 
only five programs getting the award. The findings were summarized in six significant 
principles which were “(a) supporting educational and career development, (b) increasing 
wages and benefits, (c) creating workforce development partnership, (d) using evidence-
based practices to train staff and assess service fidelity, (e) strengthening supervision, and 
(f) employing people in recovery in direct roles" (Dailey et al., p. 647).  The study 
validated the need for the mental health community to create systems that address the 
various needs of direct care workers to make positive health outcomes for people with 
SMI. The study sheds light on the community using ill-equipped staff and the importance 
of recognizing how the lack of support contributes to adverse health outcomes for people 
with severe mental illness. 
Tenille et al. (2010), with their quantitative study, also examined the staff 
working with people with SMI. The research consisted of 22 case managers in a 
community mental health center co-located in an urban hospital network servicing people 
diagnosed with HIV and SMI. Though the residents in the selected area were primarily 
White, many of the clients engaged at the center were African Americans (Tenille et al., 
2010). The study involved three different models of case management. Through IRB 
approval, the study opted to use a convenient sample to conduct in-depth interviews and 
focus groups with case managers who had been trained to use the Preventive Aids 
through Health (PATH) interventions to work with clients. 
The interview questions were designed to elicit staff experiences with providing 
case management using PATH or engaging in case of management work without 
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specialized training (Tenille et al., 2010). The findings of the study indicated that after 
receiving the PATH training, case managers were effective in getting critical information 
concerning all sensitive topics and clients felt they were treated as a whole person 
(Tenille et al., 2010). The findings also revealed that before the training, case managers 
lacked the necessary skills for effective engagement of clients in dealing with clients’ 
complex needs, and case managers themselves admitted their inadequacies (Tenile et al., 
2010). The findings pointed to issues with public health problems for people with SMI 
and HIV and the competency challenges that case managers have (Tenille et al., 2010). 
The study provided the premises for the community of social services to focus their 
attention on case managers’ lacking clinical skills needed to work with people with SMI. 
The study provided the foundation for further studies to be conducted exploring ways to 
properly equip case managers to work with people with severe mental illness. 
As noted by both Dailey et al. (2015) and Tenille et al. (2010), coordinating care 
for people with severe mental illness is challenging when undertaken by non-licensed 
staff. Equipping case managers with clinical skills was noted as an essential factor in 
achieving positive outcomes (Dailey et al., 2015). Tenille et al. (2010) not only agreed on 
the need for training case managers coordinating care for people with severe mental 
illness, but also emphasized the need for case managers’ competency issues to be treated 
as a public health concern. Cognizant of possible inadequacies and challenges that 
baccalaureate staff face in coordinating care for people with severe mental illness, an 
exploration of clinical supervision as a tool to increase competence is justified. These 
inadequacies were heightened during the COVID-19 pandemic as health care workers 
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were reporting increased psychological distress dealing with fear of infections and the 
unknown (Haider et al., 2020). 
Clinical Supervision 
For the health home to achieve its goal of providing person-centered care, care 
coordinators need to use clinical skills to successfully engage people to become active 
subjects in managing their wellness. Even though care coordinators may lack the clinical 
skills required for the job, clinical supervision can serve as the conduit to equip care 
coordinators. Clinical supervision is known as the process of reviewing and monitoring a 
practitioner’s work to enhance their skills and to help them find a solution to clients’ 
concerns to promote the best quality of service possible and to prevent negative outcomes 
(Campbell, 2006). Yet, parties involved in the clinical process often misunderstand how 
to provide clinical supervision (Haarman, 2013) effectively. Clinical supervision is an 
investment from both supervisors and supervisees to provide quality services and foster 
the professional growth of the supervisee. Administrative supervision, on the other hand, 
addresses communication, protocol, staff policies, and financial issues (Bernard & 
Goodyear, 2014). Proctor (1986) compartmentalized clinical supervision in three major 
tasks: formative, normative, and restorative tasks to provide clarity to the supervision 
process. Dailey et al. (2015) and Stanhope et al. (2012) supported Proctor’s (1986) model 
by suggesting the use of the clinical supervision framework from Kadushin and Harkness 
(2014), comprised of administrative (normative), supportive (restorative), and 
educational (formative) components.  
The normative task under Proctor’s (1978) model of clinical supervision consists 
of focusing on clients’ rights, standards, professional ethics, and casework management 
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(Proctor, 1978).  Kadushin and Harkness (2014), also listed the administrative tasks of a 
supervisor as recruiting staff, assigning caseloads, coordinating work, monitoring, 
reviewing, etc. In this role, supervisors operate in capacities that are like a manager.  
Haarman (2013) pointed out that good supervision does not only involve reviewing notes 
and approving forms and reports. In the same vein, both Proctor (1978) and Kadushin and 
Harkness (2014) advanced skills development such as teaching, facilitating, training, 
sharing experiences, personal integration as a formative or educational task. Supervisors 
are expected to help subordinates find their solutions to solve problems related to their 
cases; the supervisor in this role is considered a teacher.  
The third major component of supervision, which is supportive supervision or 
restorative task consist of the supervisor operating as a counselor.  The supervisor is 
responsible for helping the supervisee manage job-related stress, establishing mutuality, 
workers’ rights, as well as appraising and self-monitoring (Kadushin & Harkness, 2014; 
Proctor, 1978). The three major domains, as developed by Proctor (1978) and Kadushin 
and Harkness (2014), served as a framework for several clinical supervision models. Yet, 
most supervisors are often unable to articulate a precise model of supervision they used 
(Haarman, 2013).   
Haarman (2013) discussed various models of supervision. The “no model” model 
of supervision is a model that was not founded in theories or any evidentiary practices; 
supervisors provide supervision using the supervisory approaches learned from their own 
experience of the supervision received (Haarman, 2013). As noted by Haarman (2013), 
the no-model lacks directions, rigor, and replicate mistakes learned from previously 
received supervision; this model is not deemed effective. Another model that is not 
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grounded in theory is the “apprentice-master model.” Still, it assumes a level of 
incompetence on the supervisees, and the learning is acquired through observation of the 
skilled professional. No formal technique of teaching is built into this model.   
The “expert-model” is often practiced in the medical field; the most skilled staff 
holds power and ability to punish supervisees. This model does not necessarily create a 
safe learning environment for supervisees to make mistakes. Power dynamics are very 
present in both the apprentice-master model and the “expert-model as the knowledge is 
“top-down.” 
Another model advanced is a supervision approach that does not recognize the 
needs of various supervisees. The same techniques are used with all supervisees 
regardless of the supervisee’s level of competency. This model is referred to as the “one-
size-fits all model.”  The “therapist-as-patient model” developed in the 70s and 80s better 
addressed the needs of supervisees. Within this frame, supervisors operated as a therapist 
to help supervisees pinpoint their pathologies that may have interfered with the provision 
of care and helped address those issues. However, supervisors were not successful at 
helping supervisees to provide effective services.  The no-model, the apprentice model, 
and the expert model have also been cited as being ineffective models of supervision 
(Haarman, 2013). 
 Other models of supervision were cited to be effective in helping supervisees to 
address clients’ issues. The parallel process model recognized the possibilities of 
supervisees replicating the relationship with supervisors and clients and vice versa; the 
supervisory process pays close attention to the relationship dynamics at all levels 
(Haarman, 2013). The interactional model/relationship model also emphasized the quality 
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of the relationship between supervisor and supervisee. Bording coined the term the 
supervisory working alliance in 1983. It harps on fostering a partnership between 
supervisor and supervisee. In this model, supervision goals are established by both 
supervisor and supervisee; the supervisees’ needs drive the supervision agenda.  This 
framework supports the restorative domain of clinical supervision, as noted by Proctor’s 
(1978) model of supervision. The trust supervisees have, coupled with the degree to 
which the supervisee feels supported by the supervisor, are some of the areas that impact 
the supervisees’ perceptions of effective supervision (White & Winstanley, 2019).  
The model of supervision identified as on the integrated developmental model 
(IDM) (Stoltenberg et al., 1998) which falls under the developmental models of 
supervision, is also deemed an efficacious clinical supervision model. IDM recommended 
for the counselor to be assessed and placed under a level that dictates their supervisory 
needs.  IDM has three levels of development for a counselor built around the areas of 
counselor’s motivation, autonomy, and awareness (Pearson, 2001). According to 
Stoltenberg et al. (1998), level one counselors often feel anxious and want to learn; 
hence, the supervision needs to provide direct instructions, structure, and support. Level 
two counselors are confident in their skills and do not want direct instructions. With this 
group, the supervisor can be challenging by asking supervisees to engage in more self- 
reflection related to their work with clients. The level three counselors are more confident 
in addition to having a high skill level. Supervisors, at this level, operate more in a 
consultative role to their supervisee (Pearson, 2001). This supervision model highlights 
the importance of identifying the need for a supervisee and providing them with the right 
level of supervisory intervention. 
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Aside from the developmental models of supervision, there is the integrative 
model of supervision which relies on multiple theories and techniques to develop a 
supervisory approach (Smith, 2009). One model of supervision under this umbrella is the 
discrimination model developed by Bernard in 1979. The approach, like IDM,  
compartmentalized supervision in three areas: "intervention skills (what the counselor 
does in session), conceptualization skills (how the counselor chooses the interventions or 
think about client patterns and counseling dynamics), and personalization skills ( how 
counseling interactions impact the counselor's dynamics and style impact)" ( Pearson, 
2001, p. 176). In this model, the supervisor decides on the area of the focus, provides 
options to the counselor, helps them understand the possibilities, and finally, gives 
autonomy to the counselor to select one of the proposed alternatives.  As noted by 
Pearson (2001), supervisors must be cautious in knowing when to be in the role of a 
teacher, counselor, or consultant.   
Along the same line of supervisory models, the integrative supervision model 
harbors the system approach to supervision, which, unlike the previously referenced 
models, focuses on the dynamics of power-sharing between both entities involved in the 
supervisory process (Holloway, 1995). The model recognizes the critical role of power in 
the supervisory relationship. It operates on seven dimensions, which are the function of 
supervision, the tasks of supervision, the client, the trainee, the supervisor, and the 
institution (Holloway, 1995). The function and task of supervision are the two vital 
components that are influenced by the other four dimensions of the supervision process. 
The above-described models appear to address every component of supervisees’ needs 
but might not be ideal in supporting supervisees to deal with a crisis effectively. 
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The crisis-based supervision model was explicitly developed on the basis that 
recognized that managing clients’ crises is an essential function of a counselor’s role 
(McAdams & Keener, 2008). James and Gilliland (2013) recommended for supervisors 
to address burnout, vicarious trauma, and compassion fatigue that a supervisee may 
experience because of the clinical work in which they engage.  The restorative  domain of 
clinical supervision recommends for supervisors to lessen supervisees’ job-related stress 
and trauma (Kadushin & Harkness, 2014; Proctor, 1986); supervisors may focus on 
supervisees’ self-perception of support needed to feel emotionally equipped to engage in 
critical reflection about their work (Wachter et al., 2008).  At a time of a pandemic where 
both counselors and clients are affected by a crisis, it is beneficial to engage in crisis-
based supervision. One model proposed to provide crisis supervision effectively is the 
CARE (context, action, response, and empathy) supervision model; it explores the needs 
related to crisis-trauma and disaster-based counseling situations (Abassary & Goodrich, 
2014). 
The context component under this model takes into consideration time, location, 
and logistical elements culminating in a crisis. Context allows for supervisees to 
recognize that everyone is part of systems that intersect and affect various people 
differently. Vicarious trauma experiences of supervisees affect how they understand and 
assess the context of their clients. The safety of both clients and supervisees must be 
assessed within the presenting context.   
The next component of the model is “action,” where supervisors address pressing 
needs and concerns of the supervisee and help them develop an intervention to provide 
care to the clients. The supervisor provides check-ins to assess the success of 
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interventions selected and is also available to provide immediate assistance. The response 
component addresses the post-crisis and follow up; supervisors must engage in the review 
of the crisis, selected interventions, and determine gaps in care if applicable. The last 
component is empathy, which is defined as the compassionate and caring response by the 
supervisor. This is exemplified by the supervisor creating a safe space for supervisees to 
reflect on experiencing vicarious trauma; the supervisor will also emphasize the need for 
self-care (Abassary & Goodrich, 2014). Empathy is recognized as an element that 
supports posttraumatic growth for supervisees working with clients in crisis and is 
considered the most crucial aspect of the supervisor in engaging in the supervisory 
process (Brockhouse et al., 2001). During this time, a crisis clinical supervision may be 
offered virtually, depending on the context of the supervisor and supervisee. Tele-
supervision is the provision of clinical supervision via technology, and recently, there has 
been a rise in the use of such methods (Brandoff & Lombardi, 2012).   
With the COVID-19 pandemic, telesupervision has become an essential vehicle 
for providing clinical supervision for many providers. Telesupervision is a promising 
approach to achieve a similar result as in-person supervision in situations where face to 
face contact is not possible (Milne et al., 2008; McColgan & Rice, 2012; Rousmaniere et 
al., 2014). Martin et al. (2017), recommended the following steps for the practitioner to 
be effective and efficient when engaging in clinical supervision: (a) clear expectation and 
goals for supervision must be established; (b) there is no size fit all medium and mode of 
telesupervision- adjustment must be made to address the need of the supervisee 
appropriately; (c) embed tele-supervision in a comprehensive framework rounded in 
educational principles; (d) focus on the supervisory relationship; (e) formulate a plan to 
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manage technical problems; (f) pay attention to communication by not multitasking 
during the supervision session; (g) rethink continuity by the supervisor making 
themselves more available outside of scheduled supervision time; (h) protect online 
security, safety, and confidentiality; (i) build in additional time and; (j) review 
supervision arrangements frequently. 
The model of supervision adopted, coupled with the mode/medium of the 
provision of clinical supervision determine the role of the supervision, the tone of the 
supervision, and ultimately the effectiveness of the clinical supervision provided; 
effective models of clinical supervision improve supervisee’s self-efficacy and clients’ 
outcomes (Haarman, 2013). On the contrary, there is minimal literature on the quality and 
effectiveness of tele-supervision (Ducat et al., 2015; Manosevitz, 2006; Robson & 
Whelan, 2007).  Ducat et al. (2015) specifically recommended that more attention be 
given to the concept and impact of tele-supervision with allied health professionals; their 
findings supported an earlier study conducted by Manosevitz (2006). In the same vein, 
there have also been limited studies around the effectiveness of clinical supervision in 
allied health (Saxby et al., 2015). 
Snowdon et al. (2020), in a mixed method study, examined the perceptions of 
allied health professionals in the areas of clinical supervision and practices that support 
effective clinical supervision. The researchers first conducted a semi-structured interview 
on a purposive sample of 38 allied health professionals employed at a metropolitan public 
hospital. Participants completed the Manchester Clinical Supervision Scale (MCSS-26) 
before the interviews with the researchers. The MCSS-26 consists of six sub-scales that 
can be combined to provide a score of each domain of the Proctor’s three domains of 
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clinical supervision. The normative domain’s summary score of  9 consists of the 
“importance/value of clinical supervision” and “finding time”  subscales with respective 
scores of 5 and 4.  The restorative domain’s summary score of 10 consists of the 
“trust/rapport” and “supervisor advice/support”  subscales with the same score of 5. The 
formative domain’s summary score of 10 consists of the “improve care/skills” and “ 
reflection” subscales with respective scores of 4 and 3. The sum of the score of the six 
subscales ranges from 0 to 104; a score greater or equal to 73 is suggestive of effective 
supervision. Rasch analysis was done on the scale and shown evidence of validity on 
allied health (Winstanley & White, 2011). 
 The data from the interviews were analyzed using an interpretive descriptive 
approach, which offered a flexible structure to describe the phenomena of effective 
clinical supervision. This approach further leans on getting an understanding of those 
receiving clinical supervision. The context guiding the interviews was the need to 
understand the realities of clinical supervision practices. The emerging themes were that 
clinical supervision was reported to be effective when (a) professional development is 
addressed, (b) the supervisor has the competency to foster a positive relationship with 
supervisee, and (c) the organization creates an environment that enables the professional 
growth of the staff. The subthemes developed within the main three domains were: the 
importance of the supervisory relationship, the prioritization of clinical supervision in 
relation to other professional duties, the flexibility of supervision models, processes, and 
approaches to clinical supervision.  
The findings of Snowdon et al. (2020) indicated allied health professional 
perceived supervision to be more effective when it addressed their professional 
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development and less effective when the supervision focused solely on data of job 
performance. Supervisor’s skills and attributes were cited as essential to establishing 
positive “supervisory relationships,” and supervisors who lacked experience and 
competency with their role were associated with negative supervisory relationships and 
ineffective clinical supervision. Conflicts that arose as a result of receiving clinical 
supervision from their assigned supervisors were noted as another barrier to building a 
constructive supervisory relationship  
The quantitative data were collected using the Manchester clinical supervision 
scale; the score ranged from 44 to 100, and the mean was 79.2, which was an indication 
of a positive experience of clinical supervision. Twenty-five out of the 38 participants' 
scores were above 73, which was suggestive of effective clinical supervision; these 
findings aligned with the interview data from allied health professionals. Participants 
scored the lowest on the “finding time” subscale under the normative domain; 
Organization structure, skilled supervisor/manager that valued supervision, influenced the 
decision of allocating time to provide supervision. All participants scored high on the 
“improve care/skills” subscale; this result supported the qualitative data about the 
effectiveness of clinical supervision being associated with professional development.   
Yet, participants did identify improving patient care or outcomes as the target of 
clinical supervision. There was a notable difference within the groups of participants on 
the scoring of the “reflection” subscale under the formative domain; social workers and 
psychologists had a higher median (7-12) compared to a dietician, physiotherapist, 
occupational therapist and speech pathologists (5-12). Social workers and psychologists 
were reported to view clinical supervision as a reflective process.  The findings of the 
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study cemented the centrality of the supervisors having the right skill sets to provide 
effective clinical supervision. 
Saxby et al. (2015) examined whether clinical supervision was perceived as 
effective by allied health professionals and to pinpoint elements that lead to effectiveness.  
The researchers conducted a cross-sectional study with 82 community allied health 
professionals 8 months after establishing a structure to provide clinical supervision. 
Clinical supervision effectiveness was measured by the Manchester clinical supervision 
scale, a 26-item questionnaire survey.   Participants completed the survey anonymously. 
Descriptive statistics were used to report the mean; Pearson’s product moment correlation 
(r) coupled with independent-sample t-test (t) and analysis of variance (ANOVA). 
The findings of Saxby et al. (2015) indicated that the number of clinical 
supervisions received ranged from 1 to 12; 35.7% of the participants reported being 
provided clinical supervision more than six times; 29.1% reported participating in clinical 
supervision sessions ranging from 45 minutes to 60 minutes; 22.8% received clinical 
supervision ranging from 60 minutes to 70 minutes, and 66.2% reported they had some 
level of influence in the selection of their clinical supervisor. Participants’ scores ranged 
between 32 and 100 with a mean score of 73.23, which is not statistically different from 
the efficacy threshold of >73. Variables such as duration of the clinical supervision 
session, the number of sessions received, a total of supervision received in the 
professional journey, and the procedural task was identified as “best practice” principles 
of clinical supervision. Results for the independent t sample test (2.17; p= 0.033) were 
statistically significant between the best practice group and “less than best practice” 
group. The overall score (78.81; mean 12.34) for the effectiveness of clinical supervision 
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for the best practice group was higher than the mean scores (70.57; mean 15.12) of the 
less than best practice group.   
Saxby et al. (2015) also reported significant differences in the restorative domain 
and the six subscales specifically in the trust/rapport, supervisor advice/support, and 
reflection subscale. Participants who received clinical supervision sessions for 60 minutes 
and above had statistically significant higher means scores (11.81) compared to mean 
score (13.75; p< 0.001)) to those whose clinical supervision sessions were less than 60 
minutes. Results indicated the challenge of finding time for supervision was suggested as 
the one reason for the lack of clinical supervision. The relation between constructive 
supervisory relationship and totality of the clinical supervision received were noted as 
direct factors that affected the perception of the effectiveness of clinical supervision by 
supervisees. This study was in alignment with the importance of supervisory relationships 
and the need to establish best practices to promote effective clinical supervision.  
As Haarman (2013) noted, effective clinical supervision requires competency 
from the supervisor, yet there is an assumption that a good counselor will organically 
translate into a good supervisor. The skill sets required to provide clinical supervision are 
different from skill sets required to be a counselor to achieve the predicted effectiveness 
of the various models advanced (Haarman, 2013). A supervisor’s experience with 
providing clinical supervision and the ability to build a positive supervisory relationship 
are variables that directly impact the supervisee’s perception of effective clinical 





Supervisors-Training and Competency  
Competency of a supervisor is defined by three components: formal education, 
professional training, and carefully supervised experience (Haarman, 2013). Ladany et al. 
(2013) conducted a mixed method study focusing on supervisors' skills and supervisory 
outcomes.  The participants were 128 trainees in the field of counseling and 
psychotherapy. The findings of the study were summarized in the following categories: 
“(a) effective and ineffective behaviors and supervisor competencies and (b) salient 
variables for understanding supervision process and outcome” (Ladany et al., 2013, p. 
41). Ladany et al. (2013) noted the importance of the supervisory relationship as it has a 
direct effect on their supervisee’s learning ability. Counseling skills such as listening, 
self-disclosure, and reflection, and empathic responses were listed as critical components 
for a supervisor to utilize in building the supervisory relationship (Ladany et al., 2013). 
The study attributed supervisors not having effective skills, techniques, and behaviors, to 
the lack of training and accountability of supervisors’ performances. The study not only 
gave credence to the need for supervisors to be trained but also specified the role of 
accountability for supervisors’ performances. 
Falender et al. (2013) investigated effective supervision by pointing out that “the 
effectiveness of supervision encompasses not only changes in the client outcomes but 
also changes in therapist’s competencies (e.g., in session skills and professionalism)” 
(p.14). Falender et al. (2013) highlighted the importance of establishing competency 
benchmarks for supervisors, especially when using the multicultural model.  The 
recognition of both supervisor’s and supervisee’s worldviews, social location, and their 
understanding of supervisory duties were factors that determined the effectiveness of 
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supervision (Falender et al., 2013). By conducting a review of articles on the topic of 
supervision and multiculturalism, Falender et al. (2013) came up with six implications for 
cross-cultural and effective supervision. The first implication highlighted the role that 
power, perspective, and cultural diversity play in determining the competencies of a 
supervisor (Falender et al., 2013).  Other implications encouraged by Falender et al. 
(2013) were these:  
2. new constructs in supervision research, 3. attending to multiple identities of the 
client(s), supervisees and supervisors, 4. translating robust results into 
frameworks for training supervisors and 5. conducting research on the 
effectiveness of supervision training for supervisees in development of more 
experiences supervisors. (p. 20)  
This study not only validated the importance of supervision but also offered 
recommendations on various training and competency benchmarks for the field to further 
the work on better equipping supervisors.  
Tebes et al. (2011) examined: 
 the feasibility of supervisory competency training and associated gains in 
competencies among 81 clinical supervisors. Three types of competencies are 
assessed before and after training and at a 3 month follow up-managing 
supervisory relationship, managing job performance, and promoting professional 
development. (p. 190)   
The participants (licensed clinical social workers), had 16 years of direct service 
experience and 8 years of experience supervising staff. Five days of training, with a 
strong focus on interactional supervision, was administered to participants over a period 
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of 7 months. The Likert-like scale survey administered in a pre/post/follow up design 
consisted of a 14-item measure established to assess self-perceived supervisor 
competencies. The survey responses were analyzed using statistical data and Pearson 
correlations to understand the relations between the variables of satisfaction with 
supervision and supervisor job stress management (Tebes et al., 2011).  Tebes et al. 
(2011), posited in their findings that not only was there was a statistically significant 
increase in supervisor competencies from baseline to the end-point surveys, but there 
were also moderate statistically significant changes in the supervisory relationship. The 
changes consisted of co-creating an agenda for supervision along with the terms of the 
supervisory process. The study addressed the need for the social services community to 
have a training modality that affects the competency of supervisors.   
Soheilian et al. (2014), approached competencies of supervision through the lens 
of the supervisee. The purpose of the study was “to examine what topics or aspect of 
multiculturalism are discussed when multicultural events were the focus in supervision 
and to understand what supervisory interventions (e.g., what supervisors say and do) are 
perceived as salient and culturally sensitive by supervisees" (Soheilian et al., 2014, pp. 
381-382). A supervisor’s multicultural competence was defined in this study as 
“supervisor’s ability to address and facilitate cultural discussions in supervision, 
incorporate culturally sensitive interventions, assessments, and client conceptualizations; 
and evaluate the multicultural competence of her and his supervisee” (Soheilian et al., 
2014, p. 380). An online survey was administered to 102 individuals with clinical 
experiences varying from 4 to 24 months working in academic, mental health, and 
hospital settings.  The findings of the study stressed the significance of a supervisor 
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possessing the ability to engage in conversation with supervisees about their views of 
multicultural supervision, and the supervisors’ awareness and utilization of the 
multicultural model in supervision (Soheilian et al., 2014). The study “strongly supports 
the assertion that multiculturally competent supervision may lead to multiculturally 
competent counseling” (Soheilian et al., 2014, p. 388). This study highlighted, like 
others, the effect supervision has on clients’ outcomes. 
On the other hand, (O'Donnavan et al. (2016) focused their study on the "effects 
of a supervisor training program on a supervisor, supervisee, and evaluator’s perceptions 
of supervisory competence" (p. 149). Questionnaires and interviews were administered to 
12 supervisors in state-wide counseling centers in a method of "three-time points; two 
prior to supervisory training and one following the program" (O'Donnavan et al., 2016, 
p.149). The findings of the study indicated that though supervisors did not see a 
significant change in their competence due to the training, they adopted new practices 
(goal-setting, agenda-setting, reviewing, and getting supervisee’s feedback)  that were 
positive in the supervisory process (O'Donnavan et al., 2016). The study provided support 
to the concept of the positive impact of training on supervisors.   
Toredi et al. (2015) added to the development of a “Managing and 
communicating existing and future work (MCW)” (p. 345) by providing evidence on an 
abbreviated version of a tool measuring supervisors’ skills. The questionnaires were 
administered to 178 employees selected via a convenient sample from two Italian public 
organizations. The data were evaluated using the “hypothesized 3-factor (sub-cluster) 
model against a 1-model in addition to a reliability and validity analysis being used” 
(Toredi et al., 2015, p. 348). The findings “strongly supported the hypothesized three-
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factor structure (Proactive Work Management, Problem-solving, and Participative) of the 
competency, which better fits the data compared to the one-factor structure” (Toredi et 
al., 2015, p. 350). Further, the results of the study indicated that supervisors’ behavior 
when working with supervisees had a significant impact on the well-being of the 
supervisee and increased the effectiveness of the team. The study reinforced the key role 
of the supervisor and provided an empirical tool to test the supervisor’s competency, an 
area that is reported to be lacking.  
Even though clinical supervision is essential in supporting the professional 
development of care coordinators, studies continue to show the challenges related to the 
clinical supervision offered to care coordinators, the skill sets of supervisors, and 
organizational structures that do not provide the framework to support the provision of 
supervision (Caras, & Sandu, 2014; Carmago & Millar, 2012; Kadushin et al., 2009; 
Milne et al., 2012; Rieck et al., 2015). Several studies highlighted the benefits of 
supervisors participating in trainings, establishing a clear definition of effectiveness and 
accountability for supervisors (Ladany et al., 2013; O'Donnavan et al., 2016; Tebes et al., 
2011; Toredi et al., 2015). Other studies emphasized the importance of supervisors 
receiving multicultural training (Falender et al., 2013; Soheilian et al., 2014). Despite 
noting the significance of training for supervisors, studies still pointed out the lack of 
available trainings for supervisors and clinical models that can be easily followed 
(Ladany et al., 2013). 
Chapter Summary 
The literature suggests that the treatment of people with severe mental illness is a 
major public health concern, that legislation enacted to improve treatment for people with 
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severe mental illness has resulted in care that is more appropriate; and finally that the 
effectiveness of the behavioral health workforce related to outcomes of people with 
severe mental illness in care remains questionable at best. The complexities of the social 
and medical needs of people with severe mental illness, the challenges of navigating a 
fragmented health care system, as well as lack of clinical skills of care coordinators 
dictate the assessment of the current practices. In addition, it seems that clinical 
supervision may be a key element to a working solution to these challenges (Falender et 
al., 2013). The lack of a test model of clinical supervision may explain the lack of 
empirical studies on the topic of clinical supervision with allied health professionals 
(Milne et al., 2008). Snowdon et al. (2020) and Saxby et al. (2015) began to address the 
need by examining perceptions of the effectiveness of clinical supervision using the 
MCSS-26, a validated tool to measure the effectiveness of clinical supervision. In that 
vein, this exploratory study attempted to learn about current clinical supervision practices 
from the perceptions of care coordinators and supervisors of care coordinators 
participating in the New York State health home model as measured by the MCSS-26. 
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Chapter 3: Research Design Methodology 
Introduction 
Clinical supervision is an intervention recommended to assist care coordinators 
working with people with severe mental illness (Olfson & Chase, 2016). As stated in 
earlier chapters, the purpose of this study was to examine the perceptions of care 
coordinators and care coordinators’ supervisors as to the effectiveness of clinical 
supervision in care coordination and clinical supervision reportedly received and 
provided.  The study investigated if current clinical practices in health homes mirrored 
best practices of clinical supervision. This chapter outlines the details of the research 
design for the examination of clinical supervision in care coordination within health 
home using a survey approach. 
Mental illness has become the chief leading cause of global disability, a trend that 
continues to rise (Xu et al., 2016). In the US, there are currently over 36 million adults 
living with any mental illness, and about 11 million adults living with a severe mental 
illness (NIMH, 2019). The direct cost to treat mental illness in the US was estimated at 
$201 billion (Roehrig, 2016), with a projected increase to $280.5 billion in 2020 
(SAMHSA, 2014). Thirty days readmissions accounted for $646 million of the cost of 
treatment for people with severe mental illness (Cloutier et al. 2016; Health Cost and 
Utilization Project, 2014) and point to the failure of the health care system to adequately 
treat people with severe mental illness (McDermott et al., 2017). Cumulatively, direct 
spending on mental health treatment and the lifetime financial loss associated with the 
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intellectual underachievement of a person with severe mental illness is estimated at $1.85 
million (Seabury et al., 2019).   
The criminal justice system and organizations that support homeless individuals 
continue to see growing numbers of people with severe mental illness. It is estimated that 
over 20% of the people in jails, prisons, and shelters suffer from mental illness. The 
increase of people with severe mental illness in jails, prisons, and in shelters was 
associated with the deinstitutionalization movement birthed from the passing of the 
National Mental Health Act and Community Mental Center Act which was designed to 
shift care from inpatient settings to community-based treatment (Knapp et al., 2011; 
Prins, 2011; Sheffield, 2016). The contrast between the complex needs of people with 
severe mental illness and lack of access to “high-quality” services in the community as 
the culprit for the poor outcomes for people with severe mental illness (Cusack et al., 
2010; Erickson et al., 2008; McGrew et al., 1999). 
National and international health reforms noted the need to improve care 
coordination to enhance patient and system outcomes (Institute of Medicine, 2012; World 
Health Organization, 2010). As evidenced, care coordination in health home is the most 
recent intervention advanced in the US since the passing of the Affordable Care Act to 
improve care, reduce costs and provide better experiences to Medicaid recipients with 
complex needs (CMS, 2010). 
Care coordinators with bachelor’s level staff provide care coordination in the 
health home model, unlike in patient-centered medical homes where registered nurses or 
licensed social workers are the care coordinators. Cognizant of the clinical challenges 
bachelor’s level care coordinators might encounter, master’s level clinicians are required 
 
85 
by the DOH to provide clinical supervision within the health home context. The 
challenges with training and competency of supervisors further complicate the provision 
of clinical supervision, a complex task even for a licensed and experienced clinician 
(Falender et al., 2013; Ladany et al., 2013; Pearson, 2001; Tebes et al., 2011).  The 
inherent difficulties of providing care to people with severe mental illness, the 
inadequacies of care coordinators, coupled with challenges of providing clinical 
supervision and the absence of studies of clinical supervision within the health home 
context, justify the need for an explorative study to understand current clinical practices 
in the health home model.  
The following research questions provided the framework for the exploration of 
clinical supervision within the health home context. The overarching research questions 
were: 
1. What are the perceptions of clinical supervision of care coordinators supporting 
people with severe mental illness in the New York State health home model? 
2. What are the perceptions of clinical supervision of supervisors working with 
care coordinators supporting people with severe mental illness in the New 
York State health home model?   
The sub questions are: 
RQ1: Is the clinical supervision provided to care coordinators perceived as effective by 
care coordinators? 
RQ1-A: What are the perceptions of care coordinators of the quality of clinical 
supervision as measured by the normative functions? 
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RQ1a-1: What are care coordinators' perceptions of the “importance/value 
of clinical supervision” as measured by the importance/value of clinical 
supervision subscale?    
RQ1a-2: What are care coordinators' perceptions of “finding time for 
clinical supervision” as measured by finding time subscale?  
RQ1-B: What are the perceptions of care coordinators of the quality of clinical 
supervision as measured by the restorative functions? 
RQ 1b-1: What are care coordinators’ perceptions of “trust” as measured 
by the trust subscale?  
RQ1b-2: What are care coordinators' perceptions of “supervisor advice” as 
measured by the supervisor advice subscale?  
RQ1-C: What are the perceptions of care coordinators of the quality of clinical 
supervision as measured by the formative functions? 
RQ1c-1: What are care coordinators’ perceptions of “improve skills/care” 
as measured by the Improve skills/care subscale? 
RQ1c-2: What are the perceptions of care coordinators of the “reflective” 
function as measured by the reflective subscale? 
RQ2: Is the clinical supervision provided to care coordinators perceived as effective by 
care coordinators’ supervisors? 
RQ2A: What are the perceptions of care coordinators’ supervisors of the quality 
of supervision provided as measured by the normative functions?  
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RQ2a-1: What are care coordinators supervisors’ perceptions of “the 
importance/value” of providing clinical supervision as measured by the 
modified “importance/value of clinical supervision” subscale?    
RQ2a-2: What are care coordinators supervisors’ perceptions of “finding 
time” for the provision of clinical supervision as measured by the 
modified finding time subscale? 
RQ2-B: What are the perceptions of a care coordinators’ supervisors of the 
quality of supervision provided as measured by the restorative functions?  
RQ2b-1: What are care coordinators’ supervisors’ perceptions of 
establishing “trust” with care coordinators as measured by the trust 
subscale?  
RQ2b-2: What are care coordinators’ supervisors' perceptions of 
“supervisor advice” as measured by the supervisor advice subscale?  
RQ2-C: What are the perceptions of the care coordinators’ supervisors of the 
quality of clinical supervision as measured by the formative functions? 
RQ2c-1: What are the care coordinators’ supervisors' perceptions of 
“improve skills/care” of the supervision provided as measured by the 
Improve skills/care subscale? 
RQ2c-2 What are the perceptions of the care coordinators’ supervisors of 
the reflective component of the provided supervision as measured by the 
reflective subscale? 
RQ3: Is there alignment between perceptions of a care coordinator and a care coordinator 
supervisor of the effectiveness of clinical supervision as measured by the six subscales 
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(value of CS, finding time for CS, trust, and support of CS, support and advice of CS, 
improve skills/care of CS and reflective of CS)?  
RQ4: To what extent has COVID-19 impacted the clinical supervision received by care 
coordinators? 
RQ4-a: What are the perceptions of the care coordinators on the change of clinical 
supervision since COVID-19? 
RQ4-b: What are the care coordinators ‘perceptions of the quality of remote 
clinical supervision sessions? 
RQ5: To what extent has COVD-19 impacted the clinical supervision provided by care 
coordinators’ supervisors?  
RQ5-a What are the perceptions of the care coordinators’ supervisors on change 
in the provision of clinical supervision for care coordinators since COVID-19? 
RQ5-b What are the perceptions of the care coordinators on change in the 
provision of clinical supervision for care coordinators since COVID-19? 
RQ6: What are the perceptions of care coordinators and care coordinators supervisors on 
the effectiveness of providing care coordination remotely during this COVID-19 
pandemic? 
RQ6a: What are the perceptions of care coordinators of the effectiveness of the 
increase in the provision of care coordination? 
RQ6b: What are the perceptions of care coordinators’ supervisors of the 
effectiveness of the increase in the provision of care coordination? 
RQ7: Do current practices of clinician supervision in the heath home mirror best 




Creswell (2014) defined independent variables as “those that probably cause, 
influence, or affect outcomes” (p. 52). For this study, clinical supervision was the 
independent variable.  
Dependent Variables  
Creswell (2014) defined dependent variables as “those that depend on the 
independent variables; they are the outcomes or results of the influence of the 
independent variables” (p. 52). Care coordinators and care coordinators’ supervisors’ 
perceptions of the effectiveness of clinical supervision is the dependent variable. This 
includes perceptions of (a) normative/administrative supervision, (b) formative/ 
education supervision, and (c) restorative/supportive supervision.   
Research Context 
The New York State Department of Health is the entity responsible for issuing the 
health home designation to organizations. NYSDOH issues regulations, standards of care, 
and policies that govern health home operations. A health home may provide care 
coordination directly or subcontract with care management agencies (CMA) which 
provide the services. The health home, in turn, issues guidance, policies, and standards to 
which that CMA must adhere. The study took place in New York State during the 
COVID-19 pandemic.  
On March 20th, 2020, the governor of New State issued the “New York On 
Pause” executive order No 202.8 (New York State Chamber, 2020).  Specifically, only 
organizations deemed as providing essential services were authorized to report to work if 
telecommuting was not an option. Care coordination is considered as essential and much-
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needed service, particularly during this pandemic. The health homes received guidance 
from the NYSDOH advising for care coordination visits to be conducted remotely and 
recommending in-person visits only in emergency situations (NYSDOH, 2020). Figure 
3.1 illustrates the relationship between the state, health homes, and CMA. 
Figure 3.1  
Relationship between the NYS, Health Homes, and CMAs 
 
For this study, the health home of choice will be referred to as the Wellness 
Network for Vulnerable Populations (WNVP) to ensure it remains anonymous.  WNVP 
is a health home located in the Northeast section of NYS and provides comprehensive 
care coordination to over 10,000 adults and children with severe mental illness, substance 
use, and medical conditions on Medicaid. The organization works through its multiple 
CMAs to support and facilitate effective care coordination services to improve enrollees’ 
health outcomes as well as lowering costs via reduction of preventable hospitalizations 
and emergency department visits. The people served, receive assessment, service 
planning, and coordination of care from care manager agencies that have experience with 
servicing people with mental illness, medical conditions, substance use disorder, and/or 
HIV/AIDS. 
New York State Department of 
Health (NYSDOH) 
Health Homes 
Care Management Agencies 
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The Wellness Network for Vulnerable Populations’ care management agencies 
vary in size with organizations’ budgets ranging from $20 million to $150 million; the 
number of enrollees per CMA also ranges from 100 to over 1,000 individuals, care 
coordinators ranging from five to 45, and supervisors ranging from one to six. The 
WNVP has more than 10 CMA agencies providing services under its hospice. To support 
CMAs in the provision of services, the WNVP developed a robust network consisting of 
over 30 community-based organizations such as clinics and treatment programs, 
supportive housing providers, clubhouses, employment services, and several hospitals. 
WNVP uses 200 care coordinators to fulfill its goal of coordinating care for over 10,000 
enrolled Medicaid recipients.  
The Wellness Network for Vulnerable Populations, as a health home, engages in 
quality improvement practices consisting of a consistent review of completion of key 
documentation (care plan, comprehensive assessment, face to face encounters, response 
to hospital alert). The quality review further focuses on the percentage of required 
documentation for enrolled members who have the Health and Recovery Action Plan 
(HARP) with their insurance package.  
WNVP offers technical assistance to CMAs that may be performing below the 
network average by CMA. Current reviews do not focus on clinical supervision, although 
listed by the New York State and WNVP as an essential aspect of providing effective 
care coordination. Continuous quality improvement is a commitment for WNVP and 






The target population for this study was a range of 100 to 300 care coordinators 
and a range of 30 to 75 care coordinators’ supervisors. This researcher used a purposive 
sample and had estimated that a sample of 30 participants for each category would allow 
preliminary exploration of an important phenomenon in human services, clinical 
supervision, a process that is cited to possibly influence outcomes for people with severe 
mental illness (Falender et al., 2013). Care coordinators and care coordinators’ 
supervisors self-selected to participate in the study. As outlined by the NYSDOH, care 
coordinators are required to have a bachelor’s degree with a minimum of 2 years of 
experience providing direct services to people with behavioral health needs. Care 
coordinators provide direct services to Medicaid recipients enrolled in the health home; a 
caseload of a care coordinator varies between 35 to 45 enrollees.  
Supervisors work with care coordinators to ensure compliance, monitor 
productivity, provide clinical supervision, and offer support. Supervisors are required to 
be master’s level clinicians who, as defined by NYSDOH, are individuals who hold a 
masters’ degree with experience providing supervision to care coordinators working with 
people with behavioral health needs.  The ratio of care coordinators to a supervisor varies 
from five to 10 care coordinators to a supervisor. 
Instruments Used in Data Collection 
The researcher uses the Manchester Clinical Supervisor Scale-26 to collect data 
from care coordinators and care coordinators’ supervisors about clinical supervision 




Manchester Clinical Supervision Scale  
The MCSS-26,  originally known as the Manchester Clinical Supervision Scale, is 
a research questionnaire, developed by Winstanley as a result of direct experience with 
the United Kingdom Clinical Supervision Evaluation Project (CSEP) measuring the 
efficacy of clinical supervision, from the perspective of the supervisee. The items for the 
initial questionnaire emerged from participants in the CSEP and findings from semi-
structured interviews within the CSEP research. The study piloted a 59-item scale at five 
centers in England and Scotland with 560 nurses using a 5-point Likert-like scale. The 
use of the exploratory factor analysis (EFA) led to the identification of key factors related 
to clinical supervision and aided in the decision to eliminate a few items on the scale 
related to those of statistical value. The study concluded with the establishment of the 
first version of the MCSS, which had 45 items coupled with a replication of the study 
with a sample of 467 nurses from five different centers in the United Kingdom. The only 
items selected for the final version of the scale were items that were robust on the same 
factor with a coefficient greater than 0.4 in at least three out of four factor analyses 
completed. The final factor analysis birthed a 36-item scale with a seven-factor solution, 
which generated 64.6% of the variance (Winstanley & White, 2011).   
The total score on the original MCSS (36 individual items) ranged from 36 to 
180; based on the median scores from several clinical supervision studies, the score of 
136 was postulated as the possible threshold for the provision of effective supervision 
(White & Winstanley, 2010). The correlation between the total scores on the original 
MCSS and the MCSS-26 is 0.975; the MCSS-26 has a range of 0-104 with the clinical 
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effectiveness threshold score of 73 is representative of the effectiveness of clinical 
supervision (White & Winstanley, 2019).  
A validation study was also done to evaluate the scale at the service provider 
level; the result of the study indicated the scale’s sensitivity in pinpointing both staff with 
low and high scores, even within one service provider. High internal consistency of the 
items within and between the subscales was demonstrated with the Cronbach alpha 
coefficient that was repeatedly over 0.8 (Cronbach, 1951).  
The face validity was assessed through a review of cases on respondents who had 
the most results on the overall evaluation scale. Winstanley and White (2019) analyzed 
qualitative data and circumstantial evidence in six of the cases consisting of the three 
highest and three lowest scores on the total evaluation scale. The researchers noted that 
participants with lowest scores were not pleased with the clinical supervision received; 
poor supervisor and supervisee working alliance emerged as a theme coupled with overall 
supervisees' lack of trust and belief in the benefit of clinical supervision. It was evident 
that low scores were naturally associated with negative experiences, while high scores 
were associated with reports of positive experiences of clinical supervision (Winstanley 
& White, 2019).  
Winstanley and White (2011), in another study, tested (a) the factor structure and 
the response format of the seven subscales of the MCSS for the goodness of fit to the 
Rasch model, (b) whether subscales of MCSS could be summed in terms of the three 
domains of the Proctor’s model, and (c) the validity of the MCSS for both nursing and 
the allied health staff. The Proctor’s model was developed by Brigid Proctor (a tutor on 
the South West London College counseling course) after 10 years of experience 
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managing tensions between “cooperative,” accountability, and standards for students in 
counseling and supervisors (Marken & Payne, 1987).  
The framework outlines the shared responsibilities of each party engaging in the 
supervisory process; the responsibilities are the development of the supervisee (the 
formative task); the monitoring, evaluating and assessing the supervisee (the normative 
task); and the need to create a forum to permit the supervisee to sufficiently rejuvenate 
and recreate (the restorative task). 
 The researchers merged data from several anonymized international MCSS 
evaluations completed in the field of nursing and allied health to use the data to 
benchmark the scores for nursing and allied health staff. The study served as a 
benchmark for nursing and allied health staff, who were all licensed staff. Preliminary 
descriptive analysis of responses to the 36 items on the MCSS was conducted and 
checked for restriction range by highlighting instances where two responses represented 
over 95% of the responses; items were only removed if the result from the Rasch analysis 
indicated such. The use of the Rasch model provides the frame to address issues with the 
development of a scale, construct validation, and to offer a straight transformation of the 
ordinal raw score (Pallant & Tennant, 2007).  
Findings from the study conducted by Winstanley and White (2011) indicated that 
10 items could be eliminated from the 36-item version of the MCSS. Using Spearman 
correlation, correlations between all six subscales (value and importance of clinical 
supervision, finding time for clinical supervision, trust, and support of clinical 
supervision, support and advice of clinical supervision improve skills/care of clinical 
supervision and reflective of clinical supervision) of the 36-item and the 26-item versions 
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were all greater than 0.94. Winstanley and White (2011) noted that MCSS-26 preserves 
the integrity and utility of the scale.  
The reliability of the scale was also calculated on 902 respondents in a different 
study; the reliability coefficient for the total scale comprising of all seven subscales was 
0.860. The lowest coefficient was noted to be 0.698 for the factor personal issues. As 
highlighted by Nunnally (1978), although the scale only had three items, the level of 
reliability fell within the recommended range. Test and retest reliability were achieved 
using 45 sets of paired questionnaires from participants in two different studies done by 
Bland and Altman (1996) and Shrout and Fleiss (1979). Intra-class correlation 
coefficients were calculated using different methods; reported results were respectively 
0.777- 0.871. The total score 4.996 was reported as the estimate of measurement error, 
and the difference between the “repeatability” for the same respondent was estimated to 
be less than 13.8 for 95% of pairs of observations. 
 Additional findings confirmed that the proposed domains per the Proctor model, 
“had the goodness of fit to the Rasch model and the three subtest analyses supported the 
unidimensionality assumptions” (Winstanley & White, 2011 p. 174). Another finding of 
the study point to the differential item functioning (DIF) for the scales between the 
nursing and allied health groups; there was no difference in DIF on a normative scale 
summary.  
On the restorative domain summary scale, there was reported DIF as nurses were 
most likely to score high on the trust/rapport scale. At the same time, allied health group 
was more likely to endorse items on the supervisor advice/support scale. On the 
formative scale, the DIF noted that while nurses are more likely to favor the items on the 
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reflection scale, the allied health group more likely favored the improved care/skills 
scale.  
The findings aligned with the previously psychometrics properties of the MCSS. 
The study highlighted the alignment of the six subscales of the MCSS-26 with the three 
domains of supervision (normative, formative, and restorative) as identified by the 
Proctor model of supervision. The normative function reinforces policies and procedures, 
standards development, and clinical audit; the restorative function aids practitioners to 
gain a better understanding and coping techniques for emotional stressor originating from 
meeting role expectations and increasing clinical skills (Inskipp & Proctor, 2009; Proctor, 
2008).  
Over 100 licenses for studies assessing the effectiveness of clinical supervision 
among licensed staff were conducted in 14 countries by Dawson et al. (2012), Kumar et 
al. (2015), Osborne & Lehmann (2015), Saxby et al. (2015), Martin et al. (2019),  and by 
Snowdon et al. (2020). To date, all the studies were conducted with staff who hold 
licenses in their area of practice. The MCSS-26 continues to be a distinct and unique 
scale tested multiple times in various allied health settings (White & Winstanley, 2019).  
Table 3.1 provides an overview of the MCSS-26 survey instrument. More 
specifically, Table 3.1 outlines the subscales and key constructs, the total number of 
questions, how the questions align to the key constructs and the overall focus as they 







Overview of the MCSS-26 Survey Instrument 
MCSS-26 


















Importance of receiving CS 
Whether CS process is valued or necessary to 
improve quality of care 
 
Finding time 4 Questions 
1,2,5, and 6 
Time available for supervisee to attend CS 
sessions 










Level of trust 
Rapport with supervisors during CS session  






24 and 25 
The extent to which supervisee feels supported 
by the supervisor 
Level of advice and guidance received 
Formative domain    
Improve care/skill 4 Questions 
14,22, 23 
and 26 
The extent to which the supervisee feels that 
clinical supervision session affected his/her 
delivery of care and improvements skills 
 
Reflection 3 Questions 
9, 10 and 
11 
Measure of how supported the supervisee feels 
with reflecting on complex clinical experiences 
 
Demographic Information  
The researcher captured the following data as indicated in the MCSS-26: gender, 
frequency of clinical supervision sessions (every week, every 2 weeks, monthly, 2-3 
months, over 3 months apart), place of clinical supervision (within the workplace, away 
for the workplace, both), type of clinical supervision sessions (one-to-one basis, group 
sessions, 1:1, group, triad) and length of clinical supervision sessions (< 15 mins; 15-30 
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mins; 31-45 mins; 46-60 mins, >60 mins). The participants as defined by the NY State 
Department of Health, a care coordinator, is a staff member with a bachelor’s degree and 
2 years of experience providing services to people with behavioral health needs and a 
supervisor is a staff member with a master’s level clinician with experience providing 
supervision to staff working directly with people with behavioral health needs. 
Participants in this study, did not hold licenses like the norm group used by Winstanley 
and White to benchmark scores for Allied health staff. 
Procedures for Data Collection and Analysis 
The researcher used Qualtrics to create the MCSS-26 survey. The MCSS-26 only 
captures a supervisee’s perception, in this case, the care coordinator’s perception.  
However, in this study, care coordinators’ supervisors completed the MCSS-26 in their 
capacity as supervisors. For questions like “my supervisor finds time to meet with me,” 
were read in the context of my supervisor as the care coordinator’s supervisor referring to 
themselves. A study on supervision needs to capture the perspective of the supervisor, as 
supervisors are expected to help supervisee manage job-related stress, enhance skills, and 
meet job expectations (Kadushin & Harkness, 2014). It is, however, important to note the 
power-sharing dynamic between both involved parties, the development of the 
supervisory relationship (Smith, 2009), and the cruciality of the supervisory alliance on 
the experience of supervisees (Ladany et al., 2013).   
The researcher used Qualtrics to collect the data and maintaining anonymity for 
all participants of the study by preventing the sharing of information such as IP or e-mail 
address. Qualtrics is an online survey software developed to manage the complexities 
connected with academic research and is highly recognized as useful to researchers for its 
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advanced survey functionality and analytics (Online Survey Software, 2019). The e-mail 
distribution included all care coordinators and care coordinators’ supervisors supporting 
people with severe mental illness. An initial e-mail to research participants provided the 
context of the researcher’s involvement as a doctoral student in the executive leadership 
program at St. John Fisher College. The e-mail also introduced the dissertation topic, the 
IRB approval for the study, and restated the rights of research participants as entirely 
voluntary subjects with all responses remaining anonymous as well as the contact 
information of the researcher’s dissertation chair if someone was interested in making 
contact. 
The researcher distributed the MCSS-26 survey using the health home listserv and 
provided participants 30 days to complete it. Care coordinators’ supervisors received 
additional instructions on their survey on completing the survey as the “subject” 
providing the supervision. The researcher sent weekly e-mail reminders after the initial e-
mail distribution. The researcher sent an additional e-mail outreach to the CMA’s 
administrators to prompt them to encourage care coordinators and care coordinators’ 
supervisors to complete the survey. The data collected will be stored for 3 years on a 
password-protected personal computer in a password-protected file. The researcher input 
all survey results into IBM’s Statistical Package for Social Sciences tool (SPSS). SPSS is 
often used in social sciences due to its ability to provide leading analytical information 
permitting researchers to make better decisions and to maximize business value (SPSS 
Analytics Partner, 2018). 
At the conclusion of the data collection period, a series of statistical procedures 
were undertaken to further understand the result of the study. To begin, the researcher 
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used descriptive statistics to report the participants' gender, the frequency, place, type 
(individual or group), and length of the clinical supervision sessions. The researcher also 
used frequency distributions (mean and standard deviation) to report the scores of each 
group. Research questions RQ1 (RQ1A, RQ1B, RQ1C) through RQ2 (RQ2A, RQ2B), 
were sufficiently answered using descriptive statistics. Descriptive statistical analysis 
provides summary data on a single dependent variable (Huck, 2012), which in this study 
was clinical supervision. As noted by Huck (2012), “a frequency distribution shows how 
many people (or animals or objects) were similar in the sense that, measured on the 
dependent variable, they ended up in the same category or had the same score” (p. 19).  
Frequencies were sufficient to respond to research question RQ6. The researcher used 
tables to summarize the data of the two groups of participants of the study.  
To address RQ3, the researcher used a series of independent t-tests to analyze the 
differences within all six subscales between the means of the group of care coordinators 
and care coordinators’ supervisors. A t-test of statistical significance (Vogt & Johnson 
2016), is mostly used when a researcher’s focus is on finding one or two means. The 
results are displayed in a table and a bar graph. A series of paired t-tests and cross-
tabulations were used to address RQ4a, RQ4b, RQ5a, RQ5b, and RQ7. “An independent-
samples chi-square test can involve more than two groups or a response variable that has 
more than two categories” (Huck, 2012, p. 416). These statistical procedures were vital in 
understanding the impact of COVID-19 by examining statistical means of the factors 
such as frequency, duration, and satisfaction with clinical supervision sessions before and 




Researcher Background  
The researcher is a licensed master social worker who was employed as Vice 
President of Treatment and Recovery Services in a not-for-profit organization in New 
York City, New York. In this capacity, the researcher offered support directly to senior 
level staff and indirectly to clients. Prior to that role, this researcher served as a deputy 
director for the care coordination and ACT teams at the same organization. The 
researcher has over 20 years of professional experience providing residential and 
treatment services to people with behavioral health conditions and a history of 
homelessness. This researcher is also an adjunct professor at the Silberman School of 
Social Work, teaching a practice lab course as well as serving as a field advisor.  
Summary 
This chapter identified the specific research method, population, and research 
context as well as the statistical procedures (descriptive statistics, independent t-test, and 
chi-square test) to examine care coordinators and care coordinators’ supervisors’ 
perceptions of the effectiveness of clinical supervision. The study was conducted in a 
Northeast based health home. Using a purposive sample, the researcher sent all potential 
participants (care coordinators and care coordinators’ supervisors) a letter advising them 
of the context of the study, clarifying that the survey was anonymous and completely 
voluntary. Instructions to complete the informed consent and a link to the survey were 
included. Care coordinators and care coordinators’ supervisors were surveyed using the 
Manchester Clinical Supervision Scale (MCSS- 26), a tool validated for the evaluation of 
the effectiveness of clinical supervision.  
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Thirty-one care coordinators and 35 care coordinators supervisors who self-
selected completed the MCSS-26 survey that was open for 30 days. Upon completion of 
the survey, the researcher used descriptive statistics, chi-square test of independence, and 
a series of t-tests to analyze the data and answer all identified research questions. The 
results are primarily presented using tables and bar graphs with some narratives to 
explain the data further. The researcher agreed to share the results with all research 
participants and the health home. 
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Chapter 4: Results 
Introduction 
This research study investigated the perceptions of care coordinators and care 
coordinators’ supervisors of the effectiveness of clinical supervision in care coordination.  
The study also examined if current clinical supervision practices mirror best practices of 
effective clinical supervision. Specifically, using an anonymous survey approach, this 
quantitative study investigated the effectiveness of clinical supervision within the 
normative, formative, and restorative domains of supervision. It explored the alignment 
of the perceptions of care coordinators and care coordinators’ supervisors within each 
domain. Since the study occurred during the COVID-19 pandemic, the study also 
examined the impact of the pandemic on clinical supervision and the effectiveness of 
remote coordination of care. With the anticipated increase in the needs of vulnerable 
populations post a pandemic, it is paramount to understand the full scope of supervision 
as a factor in supporting staff in their role of providing effective coordination of care.   
This chapter contains a reintroduction to the research questions, a review of the 
quantitative methodology used to understand the perceptions of the effectiveness of 
clinical supervision of care coordinators and care coordinators’ supervisors. The chapter 
also includes a thorough account of the research questions, descriptive statistics, and 
inferential statistics (series of independent t-test and a cross-tabulation - chi-square test of 
independence) and results addressing the research questions. This chapter concludes with 




The research questions listed below were used to investigate the effectiveness of 
clinical supervision within the three domains (formative, normative, and restorative) and 
the subscale (importance/value of clinical supervision, finding time, trust/rapport, 
supervisor advice/support, improved care/skills and reflection). 
RQ1- Is the clinical supervision provided to care coordinators perceived as effective by 
care coordinators? 
RQ1A: What are the perceptions of care coordinators of the quality of clinical 
supervision as measured by the normative functions? 
RQ1a-1: What are care coordinators' perceptions of the importance/value 
of clinical supervision as measured by the importance/value of clinical 
supervision subscale?    
RQ1a-2: What are care coordinators' perceptions of finding time for 
clinical supervision as measured by finding time subscale?  
RQ1B: What are the perceptions of care coordinators of the quality of clinical 
supervision as measured by the restorative functions? 
RQ 1b-1: What are care coordinators’ perceptions of trust as measured by 
the trust subscale?  
RQ1b-2: What are care coordinators' perceptions of supervisor advice as 
measured by the supervisor advice subscale?  
RQ1C: What are the perceptions of care coordinators of the quality of clinical 
supervision as measured by the formative functions? 
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RQ1c-1: What are care coordinators’ perceptions of improve skills/care as 
measured by the Improve skills/care subscale? 
RQ1c-2: What are the perceptions of care coordinators of the reflective 
function as measured by the reflective subscale? 
RQ2: Is the clinical supervision provided to care coordinators perceived as effective by 
care coordinators’ supervisors? 
RQ2A: What are the perceptions of care coordinators’ supervisors of the quality 
of supervision provided as measured by the normative functions?  
RQ2a-1: What are care coordinators supervisors’ perceptions of the 
importance/value of providing clinical supervision as measured by the 
importance/value of clinical supervision subscale?    
RQ2a-2: What are care coordinators supervisors’ perceptions of finding 
time for the provision of clinical supervision as measured by the finding 
time subscale? 
RQ2B: What are the perceptions of a care coordinators’ supervisors of the quality 
of supervision provided as measured by the restorative functions?  
RQ2b-1: What are care coordinators’ supervisors’ perceptions of 
establishing trust with care coordinators as measured by the trust subscale?  
RQ2b-2: What are care coordinators’ supervisors' perceptions of 
supervisor advice as measured by the supervisor advice subscale?  
RQ2C: What are the perceptions of the care coordinators’ supervisors of the 
quality of clinical supervision as measured by the formative functions? 
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RQ2c-1: What are the care coordinators’ supervisors' perceptions of 
improve skills/care of the supervision provided as measured by the 
Improve skills/care subscale? 
RQ2c-2 What are the perceptions of the care coordinators’ supervisors of 
the reflective function as measured by the reflective subscale? 
RQ3: Is there alignment between perceptions of a care coordinator and a care coordinator 
supervisor of the effectiveness of clinical supervision as measured by the six subscales 
(value of CS, finding time for CS, trust, and support of CS, support and advice of CS, 
improve skills/care of CS and reflective of CS)?  
RQ4: To what extent has COVID- 19 impacted the clinical supervision received by care 
coordinators? 
RQ4a: What are the perceptions of the care coordinators on the change of clinical 
supervision since COVID-19? 
RQ4b: What are the care coordinators’ perceptions of the quality of remote 
clinical supervision sessions since COVID-19? 
RQ5: To what extent has COVID-19 impacted the clinical supervision provided by care 
coordinators’ supervisors?  
RQ5a: What are the perceptions of the care coordinators’ supervisors on change 
in the provision of clinical supervision for care coordinators since COVID-19? 
RQ5b: What are the care coordinators supervisors' perceptions of the quality of 
remote clinical supervision sessions since COVID-19?  
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RQ6: What are the perceptions of care coordinators and care coordinators supervisors on 
the effectiveness of providing care coordination remotely during this COVID-19 
pandemic? 
RQ6a: What are the perceptions of care coordinators of the effectiveness of the 
increase in the provision of remote care coordination? 
RQ6b: What are the perceptions of care coordinators’ supervisors of the 
effectiveness of the increase in the provision of remote care coordination? 
RQ7: Do current practices of clinician supervision in the health home mirror best 
practices of clinical supervision? 
Data Analysis and Findings 
Using an anonymous survey-based approach, participants completed a two-part 
survey. The first part of the survey consisted of 26 questions using a Likert-like scale to 
describe respondents’ experiences of clinical supervision within the three domains of 
clinical supervision. The second part of the survey consisted of questions about 
descriptive information on clinical supervision sessions pre and during the COVID-19 
pandemic.  
Valid Survey Responses  
There was a request sent to 300 care coordinators for 55 surveys to be completed, 
of which 35 care coordinators responded. See Appendix A for care coordinator survey 
questions. Similarly, a request was sent to 75 care coordinators’ supervisors for 45 
surveys to be completed, of which 33 care coordinators’ supervisors responded. See 
Appendix B for care coordinator supervisor survey questions. The survey was 
anonymous as no name, organization of affiliation, or IP addresses were collected. The 
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survey period was 30 days. The study was licensed to collect up to 100 surveys and 
obtained 68 responses. Of the 68 submissions received, all surveys were completed in 
their entirety.  
Descriptive Statistics  
Table 4.1 provides the number of valid survey responses by participant grouping.  
Care coordinators completed 35 surveys equaling a 63% response rate. Care 
coordinators’ supervisors completed 33 surveys representing a 77% response rate.  
Table 4.1 
Valid Survey Response Group (N = 68) 
 n % Response Rate 




33 48% 77% 
 
Table 4.2 presents descriptive statistics of the genders of the participants in the 
study. Women are overwhelmingly represented in the workforce and care coordinators 
and care coordinators’ supervisors’ respondents from the WNVP health home. The health 
home has over 10 care management agencies (CMA) responsible for delivering care 
coordination to the over 10,000 Medicaid recipients enrolled in the health home.  
Table 4.2 
Gender Demographics Information on Research Participants (N =68) 





 Total  
 Gender Frequency Percent Frequency Percent Frequency    Percent 
        
 Female 24 35.2% 25 36.7% 49 71.9% 
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 Male 9 13.2% 5 7.3% 14 20.5% 
 Nonbinary 0 0% 0 0% 0 0% 
 I prefer 
not to 
answer 
2 2.9% 3 4.4% 5 7.3% 
 
 Tables 4.3 and 4.4 present descriptive statistics about clinical supervision 
sessions. Frequency, location, type, and duration are indicated. 
Table 4.3 
Summary of Care Coordinators’ Clinical Supervision Sessions (n=35) before COVID-
19 





Weekly 8 22.8 
Every 2 weeks 5 14.2 
Monthly  19 54.2 
Other 3 8.5 
   
 Away from office via telephone 3 8.6 
Place of CS Via Zoom, Skype, etc. 1 2.9 
 In-person – within the workplace 28 80.0 
 In and away from the workplace 1 2.9 
 I prefer not to answer 1 2.9 
 One-to-one 27 77.1 
 
Type of CS Group 3 8.6 
 Combination of group and one to one 3 8.6 
 Other 1 2.9 
 Less than 30 mins 4 11.4 
 
Duration of CS 31 to 60 mins 29 82.9 







Summary of Care Coordinators’ Supervisors Clinical Supervision Sessions (n=33) 
before COVID-19 
Category  n % 
Frequency Weekly 17 51.52 
 Every two weeks 4 12.12 
 Monthly 9 27.27 
 Other 3 9.9 
 
Place of CS 
 
Away from the workplace via telephone   
Away from workplace via teleconference 2 5.88 
In-person within the workplace 30 83 
 In and away from the workplace 1 2.9 
 One-to-one  14 42.42 
 
Type of CS Group 3 9.94 
 Combination group & One to One 14 42.42 
 I prefer not to answer 2 6.06 
    
Duration of CS Less than 30 min 2 6.06 
 31 to 60 min 23 69.70 
 More than 60 mins 7 21.21 
 I prefer not to answer 1 3.03 
 
Research Question 1  
Is the clinical supervision provided to care coordinators perceived as effective by 
care coordinators?  Care coordinators perceived the clinical supervision received to be 
effective based on the overall mean score (M = 84.6). This mean score was higher 
compared to the norm group of allied health professionals (M = 74.7). The overall score 
is the cumulation of the scores of the answers to six subscales: importance/value (IMV) 
and finding time (FT) under the normative domain, trust/rapport (TR) and supervisor 
advice/support (SAS) under the restorative domain, and improve care/skills (IMP) and 
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reflection (REF) with the formative domain. Table 4.5 presents the mean and standard 
deviation scores of the MCSS-26 completed by care coordinators, ranking the experience 
of receiving clinical supervision within the normative, restorative, and formative domains 
of supervision. The answers sub research questions RQ1A, RQ1B, and RQ1C are bolded 
and italicized in the table. Table 4.5 also displays the mean scores on each subscale to 
answer the following question: RQ1a-1, RQ1a-2, RQ1b-1, RQ1b-2, RQ1c-1; RQ1c-2, 
RQ1a-2, RQ1b, RQ2, RQ2a, RQ2b). The overall mean score overall is bolded in the 
table. 
Table 4.5 
Care Coordinators (N =35) Mean and Standard Deviation- Current Study compared 
with Winstanley and White (2009) Allied Health Staff (n = 385) 
Domain Subscales M SD 








Normative  25.5 24.1 6.1 5.1 
 IMV 13.1 15.7 2.9 2.9 
 FT 10.1 8.4 3.5 3.0 
Restorative  36.1 29.8 8.2 5.3 
 TR 17.8 15.3 3.5 3.1 
 SAS 18.3 14.5 4.8 2.6 
Formative  25.0 21.9 6.1 4.1 
 IMP 14.2 12.2 3.4 2.6 
 REF 10.7 9.7 2.7 1.9 
Total  84.6 75.7 15.7 12.0 
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Note. The mean and standard deviation of each domain are italicized. The overall 
score means, and standard deviation are bolded.   
 
Figure 4.1 
Mean Scores of Care Coordinators and Allied Health Staff (Norm) 
 
Research Question 2  
Is the clinical supervision provided to care coordinators perceived as effective by 
care coordinators’ supervisors? Care coordinators’ supervisors deemed the clinical 
supervision provided to be effective based on the overall mean score (M= 93.4). With the 
MCSS-26, the effectiveness of clinical supervision is achieved when the overall mean 
score falls between the range of 74 to 102. The overall score is the cumulation of the 
scores of the answers to six subscales: importance/value (IMV) and finding time (FT) 
under the normative domain, trust/rapport (TR) and supervisor advice/support (SAS) 
under the restorative domain and improve care/skills (IMP) and reflection (REF) with the 
























Table 4.6 presents the mean and standard deviation scores of the MCSS-26 
completed by care coordinators’ supervisors ranking the experience of providing clinical 
supervision within the normative, restorative, and formative domains of supervision.  The 
answers to sub research questions RQ2A, RQ2B, and RQ2C are bolded and italicized in 
the table. The table also displays the mean scores on each subscale to answer the 
following question: RQ2a-1, RQ2a-2, RQ2b-1, RQ2b-2, RQ2c-1, RQ2c-2, RQ2a-2 and 
RQ2b. The overall mean score and standard deviation are bolded in the Table 4.6.  
Table 4.6 
Mean and Standard Deviation of Care Coordinators Supervisors (N=33) 
  M SD 
Normative  25.06 5.9 
 IMV 12.83 2.8 
 FT 12.2 3.7 
Restorative  39.3 7.1 
 TR 18.5 3.4 
 SAS 20.7 3.4 
Formative  29.5 3.7 
 IMP 16.8 2.5 
 REF 12.7 1.6 
Overall Score  93.9 9.7 
Note. The mean and standard deviation of each domain are italicized. The overall score 




Research Question 3  
Is there alignment between perceptions of a care coordinator and a care 
coordinator supervisor of the effectiveness of clinical supervision as measured by the six 
subscales –importance/value of CS (IMV), finding time for CS (FT), trust/rapport (TR) 
and supervisor advice/support of CS (SAS), improve skills/care of CS (IMP) and 
reflective of CS (REF)? Table 4.7 displays the mean and standard deviation for each 
group as measured in the normative, restorative, and formative domains and within the 
IMV, FT, TR, SAS, IMP, and REF subscales.   
Table 4.7 
Mean and Standard Deviation of Care Coordinators (n =35) and Care Coordinators’ 
Supervisors (n =33) 
  M SD 










Normative  23.5 25.0 6.1 5.9 
 IMV 13.1 12.8 2.9 2.8 
 FT 10.4 12.2 3.9 3.7 
Restorative  36.1 39.3 8.2 7.1 
 TR 17.8 18.5 3.5 3.4 
 SAS 18.1 20.7 3.5 3.4 
Formative  25.0 29.5 6.1 3.7 
 IMP 14.2 16.8 3.4 2.5 
 REF 10.7 12.7 2.7 1.6 




 Figure 4.2 highlights the subscales mean score by care coordinators and their 
supervisors. Results are indicated by each subscale.  
Figure 4.2 
Subscales Mean Score by Care Coordinators and Care Coordinators’ Supervisors 
 
Table 4.8 presents the results of independent t-tests. The results revealed 
statistical significance (p < 0.01) in the overall mean scores, the formative domain, and 
SAS subscales and no statistical significance (p > 0.5) on the normative domain and trust 
subscale. There is a notable pattern in the direction of the significant differences. Care 


























Alignment of the Perceptions of the Effectiveness of Clinical Supervision of Care 
Coordinators and Care Coordinators’ Supervisors (N =68)  
  t-test df Sig. 
Normative  -1.00 64 .321 
 IMV .420 64 .676 
 FT -1.89 64 .063 
Restorative  -1.67 64 .099 
 TR -.89 64 .373 
 SAS -2.20 64 .031* 
Formative  -3.58 64 .001* 
 IMP -3.56 64 .001* 
 REF -3.36 64 .001* 
Overall  -2.82 64 0.006* 
Note.  Results with an * indicate statistical significance where p < 0.05 
There was a statistical difference of (p < 0.006) in the overall mean scores of care 
coordinators and care coordinators’ supervisors.  The null hypothesis of alignment of the 
perceptions of care coordinators and care coordinators’ supervisors of the effectiveness of 
clinical supervision was therefore rejected. There was a statistical difference (p < 0.03) in 
the supervisor advice/support subscale, hence rejecting the null hypothesis that there was 
an alignment of perceptions of the care coordinators and care coordinators’ supervisors in 
the SAS subscale. In the formative domain, there was also a statistical significance (p < 
0.01), therefore rejecting the null hypothesis of alignment of perceptions of care 
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coordinators and care coordinators’ supervisors of clinical supervision in the formative 
domain. Due to the lack of statistical significance in the normative domain, and the 
trust/rapport subscale, the hypothesis of alignment in the perceptions of care coordinators 
and care coordinators’ supervisors in the normative domain and TR subscale was 
accepted. 
Research Question 4  
To what extent has COVID-19 impacted the clinical supervision received by care 
coordinators? Frequency and percentage were sufficient to report on care coordinators’ 
perceptions of the impact of COVID-19 on clinical supervision. Table 4.9 displays the 
frequency and percentage of the responses of care coordinators. 
Table 4.9 
Rating of Care Coordinators of the Impact COVID-19 on Clinical Supervision 
 Frequency Percentage 
No 21 60.0 
Yes 14 40.0 
Total 35 100 
 
To further understand the COVID-19 impact, sub-question RQ4a addressed the 
perceptions of the care coordinators of the change in the clinical supervision received for 
since COVID-19. Table 4.10 displays the frequency of clinical supervision sessions 
received by care coordinators during COVID-19. Following this, Table 4.11 presents the 
result of cross-tabulation of care coordinators (n) who had changes in the frequency of 
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clinical supervision sessions during COVID-19. The frequency of clinical supervision 
sessions was impacted by COVID-19.  
Table 4.10 
Ratings of Care Coordinators’ Clinical Supervision Sessions during COVID-19  
Category  n %  
Frequency Weekly 3 21.43%  
 Monthly 7 50%  
 Other 3 21.43%  
 Prefer not to 
answer 
 
1 7.14%  
Place of CS In person 2 14.2%  
 Teleconference- 
Zoom 
7 50%  
 Telephone 4 28.57%  
 In person and 
remote 
 
1 7.14%  
Type of CS One to one 10 71.43%  
 Group 4 28.57%  
     
Duration of CS Less than 30 min 5 35.71%  




Cross Tabulation Results of Care Coordinators’ Clinical Supervision Sessions due 
to COVID-19 
n Prior to COVID-19 During COVID-19 
3 Every two weeks Monthly 
3 Monthly Other 
1 Monthly Weekly 




Table 4.12 presents results from the cross-tabulation pointing to the change in the 
duration of clinical supervision before and after COVID 19.   
Table 4.12 
Cross Tabulation Results of the Duration of Clinical Supervision Sessions Received by 
Care Coordinators Before and During COVID-19 
n Prior to COVID-19 During COVID-19 
4 31 to 60 minutes Less than 30 minutes 
1 More than 60 minutes 31 to 60 minutes 
 
Two paired t-tests were used to compare care coordinators’ responses before and 
during COVID-19 on the frequency and duration of clinical supervision. Of the two 
paired-sample t-tests, statistically significance (p > 0.019) was noted in the duration of 
clinical supervision; clinical supervision duration decreased during COVID-19. At the 
same time, no statistical significances were observed in the frequency of clinical 
supervision (p < 0.726). The null hypothesis that COVID-19 did not impact the frequency 
of clinical supervision and the quality of clinical supervision was accepted due to the lack 
of statistical significance (p >.726, p > 0.290).  
Table 4.13 presents the mean, standard deviation, and the results of the paired t-
test of the rating of care coordinators' responses on clinical supervision sessions pre and 





Paired t-test of Care Coordinators Clinical Supervision Sessions Before and During 
COVID-19 








.357 .497 2.287 13 .019* 
Satisfaction 
with CS 
0.427 1.453 1.104 13 0.290 
Note. Results with an * indicate significance where p < 0.05. 
The second sub-question RQ4b: What are the care coordinators ’perceptions of 
the quality of remote clinical supervision sessions? The paired sample t-test had no 
statistical significance (p > .290), hence rejecting the null hypothesis that the quality of 
clinical supervision was perceived as different due to the COVID-19 pandemic. Table 
4.14 displays the frequency of care coordinators’ satisfaction with the clinical supervision 
provided during COVID-19. 
Table 4.14 
Rating of Care Coordinators’ Satisfaction with the Clinical Supervision Received 
During COVID-19 (n = 14) 
 n % 
Very dissatisfied 1 7.14% 
Moderately dissatisfied 1 7.14% 
Neither satisfied nor dissatisfied 3 21.43% 
Moderately Satisfied 6 42.86 




More than half of care coordinators who responded that COVID-19 impacted the clinical 
supervision, reported being satisfied with the clinical supervision received. 
Research Question 5  
To what extent has COVID-19 impacted the clinical supervision provided by care 
coordinators’ supervisors? This question was answered with the two sub-questions. 
Frequency and percentage were sufficient to report on care coordinators’ perceptions of 
the impact of COVID-19 on clinical supervision. Table 4.15 displays the frequency and 
percentage of the responses of care coordinators. 
Table 4.15 
Rating of Care Coordinators’ Supervisors of the Impact COVID-19 on Clinical 
Supervision 
 Frequency Percentage 
Yes 8 22.85 
No 25 77.14 
Total 33 100 
 
Table 4.16 displays descriptive statistics about clinical supervision sessions provided by 
supervisors during COVID-19. Table 4.17 displays changes in the duration of the clinical 








Ratings of Care Coordinators’ Supervisors of Clinical Supervision Sessions during 
COVID-19 (n=25) 
Category  n % 
 Weekly 14 56% 
Frequency of CS Every two weeks 4 16% 
 Monthly 3 12% 
 Other 1 4% 
 I rather not say 3 12% 
 In person 2 8% 
 
Place of CS Teleconference  19 76% 
 Telephone 2 8% 
 I prefer not to answer 2 8% 
    
 One-to-one 9 36% 
Type of CS Group 5 20% 
 Combination of One-to-One  
and Group 
10 40% 
 I prefer not to answer 1 4% 
    
 Less than 30 minutes 3 12% 
 31 to 60 minutes 19 76% 
Duration of CS More than 60 minutes 2 4% 




Cross Tabulation Results of the Duration of CS of Sessions Provided by Care 
Coordinators’ Supervisors due to COVID-19 
n Prior to COVID-19 During COVID-19 
1 31 to 60 minutes Less than 30 minutes 
1 Less than 30 minutes I prefer not to answer 




 Sub-questions RQ5a and RQ5b addressed the perceptions of the care 
coordinators’ supervisors on the change in the provision of clinical supervision to care 
coordinators (RQ5a) and satisfaction with the clinical supervision sessions since COVID-
19 (RQ5b). Two paired t-tests were used to compare care coordinators’ supervisors' 
responses prior to and during COVID-19 on the frequency, duration, and satisfaction with 
clinical supervision sessions. Of the three paired sample t-tests, statistically significant (p 
< 0.022) was noted in the duration of clinical supervision sessions, while no statistical 
significances were observed in the frequency of clinical supervision (p > 0.666) and the 
satisfaction with clinical supervision provided (p >0.148). The paired sample t-test with 
statistical significance (p < 0.022) allowed for the null hypothesis that COVID-19 
impacted the duration of clinical supervision sessions to be rejected.   
Clinical supervision sessions duration decreased during COVID-19. The null 
hypothesis that COVID-19 did not impact the frequency of clinical supervision and the 
satisfaction with clinical supervision was accepted due to the lack of statistical 
significances (p >.666; p > 0.148). Table 4.18 presents the mean, standard deviation, and 
the results of the paired t-test of the rating of care coordinators’ supervisors’ responses on 
clinical supervision sessions pre and during COVID-19.   
Table 4.19 displays the frequency of care coordinators’ supervisors’ satisfaction 
with the clinical supervision provided during COVID-19. More than half of the care 
coordinators’ supervisors who perceived that COVID-19 impacted the provision of 








Paired t-test Results of Clinical Supervision Sessions Provided by Care Coordinators’  
 
Supervisors Prior to and During COVID-19  
 








0.217 0.088 2.472 22 0.222* 
Satisfaction 
with CS 
0.429 01.453 1.104 13 0.290 
 
Note. Results with an * indicate significance where p < 0.05 
 
Table 4.19 
Rating of Care Coordinators’ Supervisor’s Satisfaction with the Clinical Supervision 
Provided During COVID-19 (n = 25) 
 n % 
Very dissatisfied 1 4% 
Moderately dissatisfied 3 12% 
Neither satisfied nor dissatisfied 4 16% 
Moderately Satisfied 8 32% 
Very Satisfied 9 36% 
   
Research Question 6  
What are the perceptions of care coordinators and care coordinators' supervisors 
on the effectiveness of providing care coordination remotely during the COVID-19 
pandemic?  Table 4.20 presents responses to sub research questions RQ6a and RQ6b, 
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addressing the perceptions of care coordinators and care coordinators’ supervisors of the 
effectiveness of the increase of remote care coordination.   
Table 4.20 
Rating of Care Coordinators (n =35) and Care Coordinators’ Supervisors (n = 33) of 
the Effectiveness of the Increase of Remote Care Coordination 










Frequency 11 13 3 4 4 





Frequency 9 17 2 3 2 
Percentage 27% 45% 6.06% 9.09% 6.06% 
  
Research Question 7   
Do current practices of clinician supervision in the health home mirror best 
practices of clinical supervision? The mean scores in the restorative, formative domains, 
and trust rapport, supervisor advice/support, improve skills/care, and reflection subscales 
were indicative of the prevalence of best practices of clinical supervision. However, the 
mean score of care coordinators in the normative domain was lower than average, which 
calls for further analysis. Care coordinators scored lower in the importance/value (IMV) 
of clinical supervision but scored higher on the finding time (FT) subscales. The score on 
IVM indicated that care coordinators did not see much value in clinical supervision 
sessions, and the score on FT points to care coordinators’ struggles to engage in clinical 
supervision sessions.   
The findings indicated that while clinical supervision practices in care 
coordination mirror best practices in the domain of the formative and restorative domain, 
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22% of care coordinators indicated receiving weekly supervision, while 54% of the care 
coordinators indicated receiving monthly clinical supervision; 82% of care coordinators’ 
clinical supervision sessions were between 30 to 60 minutes in length. The results 
indicated that clinical supervision was provided consistently and for the recommended 
duration. Patient care and documentation were respectively ranked 1st and 2nd, as the most 
frequently discussed topics in supervision. Supervision aims to equip supervisees to 
provide effective care to effectively impact client’s outcomes (Falender et al., 2013), and 
the findings of the study indicated that client care remains the focus of the clinical 
supervision sessions.  
 In contrast, current practices in clinical supervision in the restorative domain 
does not mirror the best practices of clinical supervision. Findings indicated that the topic 
of self-related was mostly ranked as the third or fourth topic discussed in supervision. 
Clinical supervision recommends for much more attention to be given to the supervisee 
rather than on documentation. Supportive/restorative supervision is essential in helping 
staff to manage job-related stress, trauma related to managing clients’ crisis, etc. 
(Kadushin & Harkness, 2014; Proctor, 1978). Skills development is also another topic of 
discussion that falls under the category of self-related in the formative domain; clinical 
supervision sessions are intended to teach supervisee skills to improve client care. When 
topics around self-related are seldomly discussed, it may indicate that clinical supervision 




Table 4.21 displays frequencies of care coordinators’ rankings of the topics most 
discussed before COVID 19.  Table 4.22 provides rankings of the topics most discussed 
during the COVID 19 pandemic. 
Table 4.21 
Care Coordinators’ Ranking of Topic Most Discussed in CS before COVID-19 (n =35) 
 1 2 3 4 




13 31.14 17 48.57 5 14.29 0 0% 
Patient-care 17 48.57 12 34.29 4 11.43 2 5.71 




3 8.57 3 8.57 12 34.29 18 48.57 
 
Table 4.22 
Care Coordinators’ Ranking of Topic Most Discussed in CS During COVID-19 (n 
=14) 
 1 2 3 4 
Category n % n % n % n % 
Documentation-
related 
9 64.29 3 21.43 2 14.29 0 0 
Patient care- related 4 28.57 7 50 2 14.29 1 7.14 
Self-related 0 0 3 21.43 7 50 4 28.57 
Work environment 
related 




Tables 4.23 displays frequencies of care coordinators’ supervisors’ rankings of topics 
most frequently discussed before COVID-19. Table 4.24 indicates frequencies of care 
coordinators’ supervisors’ rankings of topics most frequently discussed during COVID -
19.   
Table 4.23 
Care Coordinators’ Supervisors Ranking of Topic Most Frequently Discussed in 
CS Sessions before COVID-19 
     1    2    3    4 




10 30.30 17 51.25 5 15.15 1 3.03 
Patient-related 18 54.55 11 33.33 3 12.12 0 0 
Self-related 4 12.12 2 6.06 14 42.42 13 39.99 
Work environment 
related 
1 3.03 3 9.09 10 30.30 19 57.58 
 
Table 4.24 
Care Coordinators’ Supervisors Ranking of Topic Most Discussed in CS During 
COVID-19 (n =25) 
 1 2 3 4 
Category n % n % n % n % 
Documentation-related 8 32% 5 20% 8 32% 4 16% 
Patient care- related 11 44% 10 40% 3 12% 1 4% 
Self-related 4 16% 8 32% 9 36% 4 16% 
Work environment 
related 
2 8% 2 8% 5 20% 16 64% 
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Summary of Results 
This chapter presented the results of the alignment of the perceptions of care 
coordinators and care coordinators’ supervisors of the effectiveness of clinical 
supervision in care coordination in a health home. Descriptive statistics were used to 
report data on research questions 1, 2, 4, 5 and 7. The data revealed that care coordinators 
and care supervisors perceived clinical supervision in care coordination to be effective in  
on all three domains (normative, restorative and formative and in all six subscales 
(importance/value of CS, finding time for CS, trust and rapport, supervisor 
advice/support,  improve skills/care and reflection) of the MCSS-26.  
The data also showed that more care coordinators’ supervisors perceived that 
COVID-19 impacted clinical supervision compared to a small number of care 
coordinators who shared that perception. Additional data also indicated that the frequency 
and duration of clinical supervision sessions were in line with best practices of CS while 
the rating of practices such as the prioritization of documentation related topic over a 
topic related to self during CS did not mirror best practices of CS.  
Additionally, using independent t-tests, the data indicated that care coordinators’ 
supervisors perceived clinical supervision to be more effective compared to care 
coordinators. The data yielded statistically significant differences in the formative 
domain, the two subdomains of improve care/skills, reflection subscales and in the 
supervisor advice/support subdomain within the restorative domain. Conducting cross 
tabulations, the data showed the difference in the frequency and duration of prior to and 
during COVID-19.  The paired t-tests data on clinical supervision sessions prior and 
during COVID-19, showed statistical significance only in the duration of clinical 
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supervision sessions and no significance in the frequency of clinical supervision sessions 






Chapter 5: Discussion 
Introduction 
The purpose of this quantitative study was to (a) determine the extent to which 
care coordinators' perceptions of the effectiveness of the clinical supervision received 
were aligned with those of care coordinator's supervisors and, (b) to explore if current 
clinical supervision practices in health home mirror best practices of effective clinical 
supervision.  Using an anonymous survey,  care coordinators and care coordinators’ 
supervisors from the care management agencies under the Wellness Network for 
Vulnerable People health home completed the Manchester Clinical Supervision Scale 
(MCSS-26) to report on their perceptions of the effectiveness of clinical supervision and 
clinical supervision sessions. The survey was administered in New York State at a time 
when Governor Cuomo signed the “New York State on Pause” Executive Order 202.8 
mandating for 100% closure of all non-essential businesses  and maximum use of 
telecommuting for nonprofit organizations in response to the COVID-19 pandemic (New 
York State, 2020).  
The study provided some findings when examining the effectiveness of clinical 
supervision in the three domains (normative, formative, and restorative) and the subscales 
(importance/value (IMV), finding time (FT), supervisor advice/support (SAS), improve 
skills/care (IMP), reflection (REF) of clinical supervision. The study revealed clinical 
supervision is broadly effective, as evidenced by the statistical significance in the overall 
mean scores of care coordinator and care coordinators’ supervisors and the supervisor 
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support /advice, improve care/skills and reflection subscales. The study also revealed 
evidence of best practices of clinical supervision, such as client-related topics being the 
most discussed in clinical supervision sessions. In contrast, the current practice of lack of 
discussion on the topic of “self-related”/self-care did not mirror best practices of clinical 
supervision, particularly during the COVID-19 pandemic. The study also found some 
significant findings pointing to the effectiveness of the increase in remote care 
coordination during the COVID-19 pandemic. This chapter addresses the implications of 
the findings, the limitations, and delimitations of the study, along with recommendations 
for practice and future research. 
Implications of Findings 
This study of the effectiveness of clinical supervision in the health home has some 
implications for the clinical supervision received by care coordinators.  Findings indicate 
that both care coordinators and care coordinators’ supervisors perceive clinical 
supervision to be effective. There are were some statistical significances in the supervisor 
advice/support subscale within the restorative domain and the improve skills/care and 
reflection subscales within the formative domain. There were no statistical significances 
in the trust/rapport subscale within the restorative domain and the normative domain. 
Understanding how the three domains and six subdomains intersect is essential to 
sustaining best practices and quality clinical supervision in care coordination in the health 
home. 
Normative Domain  
The findings in the normative domain indicate alignment between care 
coordinators’ and care coordinators’ supervisors' perceptions of importance and value 
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(IMV) of supervision and finding time (FT). Compared to the mean scores of the norm 
data of allied health professionals, as seen in Table 4.3, care coordinators and care 
coordinators’ supervisors' mean scores were lower in the importance/value of CS. Their 
understanding of clinical supervision should be explored as the recognition of the value 
of supervision directly affects the prioritization of clinical supervision over other 
activities.  The finding suggesting that care coordinators and care coordinators’ 
supervisors placed a lesser value on clinical supervision compared to the scores of allied 
health staff are inconsistent with prior findings. Workers in the mental health community 
(social workers and nurses) are noted as being accepting of clinical supervision, hence 
making time for clinical supervision compared to workers in non-mental health settings 
(White & Winstanley, 2010). We need to, however, contextualize that the study occurred 
during the COVID-19 pandemic, which brought on fear about staff well-being, 
uncertainty about job security, and around public health safety. Across the US in the 
week of July 25, 2020 there were a total of  1.4 million unemployment claims (U.S. 
Department of Labor, 2020) and  according to the Center for Disease Control, as of July 
2020, there were 140,157 deaths in the US, 25,056 deaths in New York State (Dobkin et 
al., 2020) and 18,787 of those deaths in New York City (NYC Health, 2020). 
Clinical supervision during the time of the study may not have been a priority 
depending on the impact of COVID-19 in the personal life of care coordinators and care 
coordinators’ supervisors. This may lend an explanation to the higher mean scores of 
both care coordinators and care coordinators’ supervisors in the FT subscale compared to 
the mean score of allied health professionals. This finding suggests that care coordinators 
and care coordinators’ supervisors appear to struggle more to make time for clinical 
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supervision sessions as compared to other allied health professionals. Consistent with 
other studies, finding time has frequently been cited as a barrier to quality clinical 
supervision (Dawson et al., 2012; Martin et al., 2014; Martin et al., 2016; Saxby et al., 
2015). 
Vis-à-vis the critical role of clinical supervision, this inconsistency with the 
importance of the value of clinical supervision calls for further conversations from 
scholars about the commonalities and differences between licensed and non-licensed 
professionals in the mental health arena. Positive outcomes of supervision such as staff 
self-efficacy and improve care can be attained when time is set aside specifically for staff 
to engage in clinical supervision (Ducat et al., 2015). Education and training about 
clinical supervision for non-licensed staff may help in changing care coordinators, and 
care coordinators’ supervisors’ perceptions of the importance of clinical supervision and 
serve as a catalyst for the prioritization of clinical supervision.  
The finding related to finding time (FT) pointing to time as a barrier for staff in 
care coordination also warrants for organizations to examine whether current 
organization structures encourage, support, or hinder clinical supervision. Organizations 
are to create environments and a culture that promotes the provision of clinical 
supervision and the development of the allied health professional (Snowdon et al., 2020; 
White & Winstanley, 2010). Health home and care management agencies (CMA) might 
consider assessing current organizational culture to create structures that support clinical 
supervision; this calls for organizational policies and structures directly impacting all 
parties engaging in the clinical supervision process to be examined. A review of the 
demands of achieving compliance with job responsibilities should include engagement in 
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clinical supervisory practices in formative, normative and restorative domains of 
supervision, should help to address the FT barrier proactively.  
The frequency of clinical supervision and duration of clinical supervision 
sessions, which are critical measures of best practices of CS, are impacted by the 
constraints of time. As evidenced in this study, clinical supervision duration decreased 
during the COVID-19 pandemic, while the frequency of clinical supervision did not 
appear to change. This finding has interesting implications for best practices of CS as 
clinical sessions that were less than 60 minutes in duration were reported not to provide 
full benefits of clinical supervision (Edwards et al., 2005; Saxby et al., 2015; White & 
Winstanley, 2019) . Yet, findings from this study showed that both care coordinators and 
care coordinators’ supervisors were equally satisfied with the quality of clinical 
supervision pre and during COVID-19, despite the decrease in the duration of the 
sessions. Best practices of clinical supervision, which were defined within the parameters 
of traditional in-person supervision, must be reexamined, given the shift to tele-
supervision in response to COVID-19. This opportunity may provide information 
necessary to understand the full scope of remote clinical supervision, particularly in care 
coordination, and redefine best practices within this context.  
In addition to the realities of time constraints to engage in clinical supervision, 
when clinical sessions do occur, findings indicated that documentation was the ranked 2nd 
most frequently discussed topic in supervision. This finding implies that both care 
coordinators and care coordinators’ supervisors understand the importance of 
documentation as far as demonstrating compliance with health home regulations and 
maximizing billing for their agencies.  
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The health home is governed by regulations developed by the NYS Department of 
Health. Documentation and the provision of clinical supervision are the two intersecting 
regulations requiring a closer look by health homes. Deficiencies in the documentation 
area have financial and contractual consequences that CMAs are forced to deal with; 
clinical supervision, however, does not bear the same weight. Documentation 
expectations remain a time-consuming activity for care coordinators and supervisors 
reviewing the work. Meeting documentation standards and billing requirements are high 
priority goals for health home and care management agencies. As evidenced in this study, 
documentation related topic was the second most discussed topic in supervision 
following the topic of patient care. 
The Wellness Network for Vulnerable People health home is aware of the 
documentation burden and is advocating with regulatory entities to reduce documentation 
requirements as a step towards better use of clinical supervision sessions and staff time. 
During the COVID-19 pandemic, the Office of Mental Health offered new guidance 
alleviating suspending documentation requirements to increase the time available for 
providers to focus on clients’ care (New York State Office of Mental Health [OMH], 
2020). For the health home, no regulatory relief for documentation was issued, hence 
keeping the pressure to maintain compliance during the COVID-19 pandemic. As noted 
by the findings, topics related to patient care and documentation were the frequently 
topics discussed compared to the topic related to the supervisee. This finding serves as a 
rationale for documentation to remain the 2nd most frequently discussed topic in the 
clinician sessions for care coordinators, even in the COVID-19 pandemic. 
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The finding in the normative domain begs for further exploration by the Wellness 
Network for Vulnerable People health home as staff may be equating clinical supervision 
to the two tasks of reviewing documents and patient care. It is paramount for 
organizations to examine further use of clinical supervision session time and set standards 
regarding how clinical supervision sessions time should be used to address the restorative 
needs such supporting the staff to manage job related stress, compassion fatigue and or 
trauma. As noted by Itchapotia (2018) the core support to any effective health care 
system is the efficiency of the workforce who unfortunately report widespread burnout 
and dissatisfaction. The fourth aim highlights the importance of addressing staff needs as 
a strategy to achieve the triple aim of the health home to improve patients’ experiences of 
care, improving health outcomes of patients while reducing the per capita cost of care per 
patient (Itchapotia, 2018).  
Restorative Domain  
Another finding indicated statistical significance in the supervisor advice/support  
(SAS) subscale, hence the inability to reject the null hypothesis of alignment between the 
perceptions of care coordinators and care coordinators’ supervisors on the SAS subscale. 
Care coordinators and care coordinators’ supervisors’ mean scores were higher than the 
mean score resulting from the Rasch analysis of the amalgamated group of allied health 
professionals. Care coordinators’ supervisors’ scores were higher than care coordinators’ 
mean scores, which raises concerns around the supervisor’s awareness of the nature of 
the supervisory relationship. The notable difference in the mean scores of care 
coordinators and care coordinators’ supervisors may indicate inconsistencies in behaviors 
associated with being in the roles of teacher and counselor.   
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Findings indicate that discussion on the topic of self-related was rated as 3rd most 
frequently discussed topic in supervision by both care coordinators and care coordinators’ 
supervisors. This finding does not mirror best practices of clinical supervision as existing 
literature cautions that proper supervision does not only involve reviewing notes and 
approving forms and reports (Haarman, 2013). Supervisees perceived supervisors who 
show empathy, understand the importance of an honest relationship with supervisee and 
demonstrate a commitment to supervision process as “best” supervisors (Haarman, 2013). 
It is also known that the degree to which the supervisee feels supported by the supervisor 
directly impacts the supervisees’ perceptions of effective supervision (White & 
Winstanley, 2019). Discussions related to self should aid in addressing supervisees’ 
needs and make them feel supported. We need to caution that supervisors who responded 
to the survey may not have a relationship with the care coordinators who responded to the 
survey. The findings of the topic such as patient care, documentation being the most  
discussed in clinical supervision further suggest that discussion related to supervisees 
may not have emerged as important given that the emphasis during clinical supervision 
sessions remained on documentation rather than the staff's needs.  
 It is alarming to see that discussions around documentation were more frequent 
than discussions of self-related/self-care such as managing job-related stress before the 
COVID-19 pandemic, and this pattern did not change during this COVID-19 pandemic. 
We need to note that 60% (21) of care coordinators indicated that COVID-19 did not 
impact the clinical supervision sessions, while 68% (24) of care coordinators’ supervisors 
indicated that COVID-19 impacted clinical supervision session.  This result means that 
supervisors may have offered a smooth enough transition to tele-supervision that most 
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care coordinators did not feel changes because of COVID-19. However, for the 40% (14) 
of care coordinators who expressed changes to clinical supervision sessions because of 
COVID-19, they were satisfied with the clinical supervision provided, despite the 
reduction in the duration of clinical supervision sessions. The Wellness Network for 
Vulnerable People health home, care management agencies, and care coordinators must 
understand the factors impacting clinical tele supervision sessions. 
At a time of crisis, best practices of clinical supervision recommend for 
supervisors to show empathy by creating a safe space for supervisees to emphasize the 
need for self-care (Abassary & Goodrich, 2014). As noted by Pearson (2001), supervisors 
must be cautious in knowing when to be in the role of a teacher, counselor, or consultant. 
As evidenced by the findings of this study, supervisors remained in the role of manager 
instead of shifting to the role of counselor, which will have mirrored best practices of 
clinical supervision, particularly during a crisis (COVID-19 pandemic).  One must 
question the motivation for not shifting roles, especially when 68% of supervisors 
recognized that COVID-19 impacted the provision of clinical supervision. Health homes 
and CMAs must examine the expectations of clinical supervision and align those with 
supervisors’ ability to engage in supervisory practices beyond documentation review. As 
stated in the literature, without competency training, a master counselor cannot become a 
master supervisor (Smith, 2009).  
 The option for the health home issuing standardization of clinical supervision 
practices and set competency benchmarks ought to be considered. Clinical supervision is 
also a requirement set by the New York State Department of Health hence entrusting 
health homes and CMAs to define the parameters of clinical supervision for a group of 
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professionals who are not recognized to be clinicians. Bachelor’s level care coordinators 
and care coordinators’ supervisors who are master level clinicians are not considered 
clinicians according to the definition of a clinician by the NASW or the APA. Non-
licensed clinicians, although not engaging in the task of diagnosing, complete tasks such 
as recognizing symptoms of decompensation, understanding underlying social conditions 
impacting client’s response to engagement to participating in care, and adherence to 
treatment. Care coordinators in the health home like many health care workers who are 
reported job burnout (Itchapotia, 2018) might benefit from receiving support to help with 
self-care and develop self-efficacy. Clinical supervision practices that focus more on the 
client and the staff than documentation are promising practices that should be 
encouraged. 
Formative Domain  
There were statistical significances in the formative domain consisting of 
improving skills/care (IMP) and reflection (REF) between care coordinators and care 
coordinators’ supervisors' perceptions. Both groups' mean scores were higher than the 
mean score on the IMP and REF subscale from the Rasch analysis of the amalgamated 
data from the allied health group. This implies that both groups have a good 
understanding of the mission of improving client care, which ranked as the first most 
frequently discussed topic in clinical supervision. The implication supports the essential 
nature of improving care for clients via the supervisory process (Bernard & Goodyear, 
2014). This finding of improve care aligns with the one of health home triple aim 
(improving patient care for clients) (CMS, 2010). 
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The implication requiring attention is the trend of care coordinators’ supervisors 
consistently ranking the experience of providing clinical supervision higher than did the 
care coordinators. The care coordinators’ supervisors ranking may suggest a lack of self-
awareness or disconnect between their practices and supervisees’ needs. It can be 
problematic in terms of supervisors failing to recognize the need to improve supervisory 
practices in the domains of teaching staff skills and offering space for supervisees to 
reflect on their work.  
Clinical supervision is a complex process at its core and requires competence in 
the formative, normative, and restorative domains to achieve the expected results such as 
improve skills and care. If training around supervisory competency is not provided, a 
well-trained clinician will not be a supervisor capable of managing the dual roles of 
teacher and counselor and manager (Smith, 2009). Competence and accurate assessment 
of interventions offered become necessary, particularly during times of crisis or 
pandemic, where supervisors may need to offer more support to their staff.  
The statistical significance in the REF subscale is interesting as the task of 
reflection of practices is an essential component of staff development. The finding 
revealed that care coordinators’ supervisors understood the role of reflection in staff 
growth and overestimated their ability to create the space for supervisees to reflect on 
their work. Similarly, supervisees acknowledge using clinical supervision sessions to 
reflect. The implication suggests that CS sessions are used to support staff growth and 
development to improve practice. The finding supports existing literature about allied 
health professionals (social works and psychologists) using clinical supervision sessions 
to reflect on their values and beliefs and how those impact on their work with clients 
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(Snowdon et al., 2020).  The ability to engage in reflective practices during clinical 
supervision sessions mirrors best practices of clinical supervision. 
The statistical significance in the formative and restorative domains  as a result of 
the high mean scores of care coordinators supervisors may be explained by the health 
home efforts in engaging supervisors in supervisory training and, more recently, starting 
a series of training (telesupervision for care management) on providing telesupervision.  
Findings like disconnect between supervisor and supervisees of supervisory practices 
should encourage organizations to understand further the impact of training of 
supervisors’ competence and self-awareness about their actual performance. Doing so 
may define ways for supervisors to assess supervisees’ experience of the clinical 
supervision sessions routinely as well as supervisor’s growth in mastering all the domains 
of clinical supervision.   
Limitations 
A limitation is that the participants self-selected, which may suggest that only 
staff interested in clinical supervision participated in the study. Self-selection bias states 
that participants who elect to participate in a study will not represent the entire target 
population; this is particularly concerning when considering participants’ decisions to 
complete a survey related to comportment under study (Olsen, 2011).  
An aspect that threatens the validity of the study is that the MCSS-26 instrument 
has not been previously used to record the perceptions of supervisors on the provision of 
clinical supervision.  A tool to measure supervisors’ preparedness to engage in clinical 




Recommendations for Practice 
Presently, health homes are focused on achieving the triple aim of improving the 
patient’s’ experience of care, improving the health of the patients population, and 
reducing the per capita costs of care for Medicaid recipients with severe mental illness 
enrolled in care coordination. Clinical supervision is recommended to support care 
coordinators in ensuring a level of stabilization to improve the lives of people living with 
SMI (Olfson & Chase, 2016). Thus, this study examined the perceptions of care 
coordinators and care coordinators’ supervisors of the effectiveness of clinical 
supervision as well as evidence of best practices of clinical supervision in care 
coordination. Given that the study occurred during the COVID-19 pandemic, the impact 
of COVID-19 on clinical supervision and the coordination of care were examined.  
Clinical supervision is comprised of the normative, restorative, formative, and 
domains and six subdomains with which are importance/value of CS, finding time, trust 
and rapport, supervisors’ support/advice, improve skills/care and reflection. The 
investigation of the effectiveness of clinical supervision included those three domains and 
six subdomains.  The results of this study lay the groundwork for ongoing examination of 
the effectiveness of clinical supervision and its impacts on outcomes for people with SMI 
enrolled in health homes. Moreover, the analysis of the results gathered from this study 
yield some conclusions that serve as a rationale for recommendations for professional 
practice.  
Given the differences in the mean scores of allied health professionals, the 
Wellness Network for Vulnerable People and CMAs may benefit from situating clinical 
supervision in care coordination within the three domains (normative, restorative and 
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formative) of clinical supervision, as described by Proctor (1978) and Kadushin and 
Harkness (2002). The NYS Department of Health and the health home must 
operationalize clinical supervision in care coordination. Clinical supervision must be 
tailored for application by clinicians who are not licensed clinicians but expected to have 
enough clinical knowledge to guide staff with minimum experience with clinical work. 
As noted by Itchapotia (2018), in the fourth aim, to succeed with the triple aim  of 
improving outcomes and providing better health experiences and reduce the cost of care 
per capita (CMS, 2010), staff must be provided with the appropriate support and tools to 
do their jobs. 
It behooves the health homes to put forth guidance that encourages staff-centered 
practices, and this can be achieved in clinical supervision when the restorative and 
formative domains of supervision are equally addressed. To support such practices, 
regulatory changes should be advanced encouraging organizations to create a culture that 
sets expectations of clinical supervision as well environments that facilitate the provision 
of clinical supervision.  
The NYS Department of Health must consider issuing regulatory relief as the 
New York State  Office of Mental Health did by suspending completion of assessments, 
utilization reviews, and treatment plans during this COVID-19 pandemic to permit staff 
to focus more on client care (New York Office of Mental Health, 2020). During and post 
the pandemic, NYSDOH, and health homes may consider modifying the frequency of 
completion of care plans, comprehensive assessments, and diligent searches, which are 
all time-consuming activities. Reallocation of staff time will increase client care and staff 
development, which are essential to reducing hospitalizations, homelessness, and 
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involvement with the criminal justice system.  The health home is already moving in the 
right direction with the choice of a new electronic health record (EHR) that speaks to the 
need for end-users. An EHR that is easier to navigate by care coordinators and care 
coordinators’ supervisors reduces documentation related stress and give care coordinator 
more time to tend the clients or their own needs such as of skills development and self-
care.    
In addition to providing regulatory relief, training should be developed based on 
the established definition and expectations of clinical supervision in the formative, 
restorative, and normative functions of supervision (Kadushin & Harkness, 2014). 
Competency is a key component to the provision of quality clinical supervision.  It is 
noted that supervisors are often not adequately trained, and the lack of competency 
benchmark makes it challenging to hold supervisors accountable for their performance 
(Falender et al., 2013). A competency benchmark and training for supervisors must be 
developed in formative (improve skills/care, reflection) and restorative (trust, rapport, 
supervisor advice/support) domains. In addition, regulatory bodies should consider 
developing a reimbursement model that includes the provision of effective clinical 
supervision. 
Given the realities of COVID-19, coupled with the unrest in the US due to the 
unjust killings of Black people at the hands of law enforcement, the health home has a 
responsibility to include social justice in care coordination interventions to effectively 
address the need of Black and Brown Medicaid enrollees. Service recipients from 
minority groups experience social oppression daily (Ceballos et al., 2012). Clinical 
supervision can increase clinicians' understanding of social oppression and its impact on 
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client psychological wellbeing (Abassary, & Goodrich, 2014; Burnes & Singh, 2010; 
Glosoff & Durham, 2010; Kisileca & Robinson, 2011). The restorative and formative 
domains of supervision can be structured to address racial disparities and traumas. A full 
understanding of social justice tenets and comportments are crucial to helping people 
with mental health needs from minority groups to achieve their full capabilities and long-
term mental health stability (Chang et al., 2010; Crethar et al., 2008; Ratts, 2009). New 
York State Department of Health and the health homes must develop a tool to assess 
supervisors' understanding of systemic racism and trauma for self and others and the 
ability to support staff directly and clients indirectly. Data from the assessment tool 
should inform the development of training curriculum and monitoring process of 
supervisors' performance in engaging in supervisory practices that promote care 
coordinators’ understanding of the oppression and the intersectionality of mental illness, 
race, gender, and class.  
Recommendation for Future Study 
The study adds to the limited literature on the effectiveness of clinical supervision 
in care coordination within the health home. Additionally, this study is one of the first to 
examine the perceptions of both care coordinators and care coordinator’s supervisors in 
the health home using the MCSS-26. This study provides a framework for future 
investigation into clinical supervision provided to bachelor and non-licensed level care 
coordinators by master’s level clinicians in the health home. The researcher suggests the 





Recommendation 1  
This study was conducted at the Wellness Network for Vulnerable Population 
health home, comprised of over 10 care management agencies of different sizes. 
Expanding the study across other health homes would help further the understanding of 
the effectiveness of clinical supervision in care coordination in the health home context. 
Additionally, broadening the study to include other health homes would increase the 
sample size across care coordinators and supervisors and may have results that are more 
representative 
Recommendation 2  
Given the difference in perceptions of the value of clinical supervision between 
social workers/psychologists and non-licensed staff, a study to compare clinical 
supervision provided by masters’ clinicians and licensed clinicians to bachelor level staff 
working with people with serve mental illness would be instrumental. Further, including 
data about participants' length of tenure in the role, education backgrounds, and years of 
experience in the social service arena may be variables that impact outcomes. 
Understanding the practice of licensed and master’s level clinicians will aid in 
determining whether holding clinical licenses matters when providing clinical 
supervision. Moreover, this understanding of practices would help develop training and 
educational requirements for the care coordinator’s supervisors.  
Recommendation 3  
A study pairing supervisors to supervisees across various care management 
agencies and health homes will allow to see if there an alignment in perception of clinical 
supervision since care coordinators and care coordinators ‘supervisors in this study were 
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not related. allow a deeper understanding of the needs of all parties involved in clinical 
supervision as well as organizational context. As noted earlier, organizations should 
create an environment and culture that support clinical supervision. Analyzing the results 
within the context of the various health homes and CMAs would provide insight on the 
need for standardization of practices across organizations. 
Recommendation 4  
Further studies would benefit from a mixed methods approach where quantitative 
and qualitative results are leveraged to respond to the problems of care coordinators 
lacking clinical skills, supervisors  being ill prepared to provide clinical supervision to 
effectively support care coordinators working with people with severe mental illness. 
This approach, coined triangulation, would further strengthen the reliability and validity 
of the alignment of the perceptions of the effectiveness of clinical supervision of care 
coordinators and care coordinators’ supervisors.  The researcher may use a similar 
survey-based approach and expand on those findings with in-depth accounts of both 
supervisees and supervisors of their experience with receiving and providing clinical 
supervision. This approach may aid in addressing the subjectivity of research participants 
and further the understanding of the rationale for results obtained. 
Recommendation 5   
Conducting a longitudinal study to examine outcomes of services recipients in 
relation to clinical supervision provided to staff overtime would be beneficial to the 
health home. Empirical studies on the impact of clinical supervision remain scarce. 
Conducting a study to examine the outcomes of clients being serviced by care 
coordinators who perceive the clinical supervision received as effective will yield data 
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that may clarify  the role of clinical supervision in helping clients reduce hospitalizations,  
homelessness, and involvement with the criminal justice system.  
Recommendation 6   
A study should be conducted to compare the effectiveness of the provision of 
remote clinical care coordination and in-person care coordination. The evaluation of the 
effectiveness of the mode of care coordination may inform the development of a care 
coordination provision modality conducive to the effective engagement of people with 
severe mental illness. 
Recommendation 7  
A full program evaluation of the health home to examine the achievement of the 
triple aim (improving patients’ experience, obtain better outcome, and reduce the per 
capita cost of care per patient), and the fourth aim of having a workforce that is well 
trained and supported to perform at their best would be paramount in reinforcing the role 
of the health home as an essential program. Both  Levy and Sacks (2004) and the U.S. 
Department of Health and Human Services (2017) cited the health home as a promising 
intervention to address negative outcomes for people with SMI and scholarly research 
within the context of the triple aim would propel the health homes to long-term 
sustainability, especially at the times where the federal government and staff are facing 
severe budgetary constraints.   
Recommendation 8  
A tool should be developed to measure the effectiveness of clinical supervision 
from the perspectives of supervisors. Supervisors play an essential role in the clinical 
supervision process. They need to have a tool comprised of a self-assessment of the 
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supervisors’ preparedness, competency, and performance. The tools should include 
feedback from the assessment from supervisees and administration in the normative, 
formative, and restorative domain of clinical supervision.  
Conclusion 
The researcher administered the MCSS-26 to care coordinators and care 
coordinators’ supervisors to examine the perceptions of the effectiveness of clinical 
supervision in care coordination. The researcher ensured all participants remained 
anonymous by not collecting IP addresses, names, and organization of affiliation. The 
study was conducted for 30 days during the COVID-19 pandemic in NYS, which was in 
a declared state of emergency. The Wellness Network for Vulnerable People health home 
has over 300 care coordinators and over 75 care coordinator supervisors and serves over 
10,000 Medicaid recipients with complex needs. The MCSS-26 is often used to measure 
the effectiveness of clinical supervision within the allied health profession. In total, 35 
care coordinators and 33 care coordinators’ supervisors completed the survey. The 
research revealed differences in perceptions; supervisors’ mean scores were higher than 
the mean scores of care coordinators. The misalignments were significant in the 
formative and restorative domains that directly impact the care provided.  
Another area of misalignment was the perceptions of care coordinators of the 
impact of COVID-19 on the clinical supervision received. This misalignment may point 
to the lack of working understanding of clinical supervision. Finally, the findings 
revealed that current supervisory practices did not mirror best practices of clinical 
supervision in all areas of clinical supervision. As Wellness Network for Vulnerable 
Populations health home moves forward and embraces telesupervision clinical 
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supervision and telehealth in coordination of care, there needs to be heightened attention 
to preparing supervisors to provide clinical supervision that effectively covers all the 
formative, normative, and restorative domains of clinical supervision. 
The achievement of triple aim of the health home to improve the health care 
experience, health outcomes, and reduce the per capita cost of care for people with 
chronic behavioral health needs (CMS, 2010) is dependent on the fourth aim, which 
focuses on the need of the workforce (Itchhaporia, 2018). With an estimated health care 
spending of 280.5 billion in 2020 (SAMSHA, 2014) to care for the 11 million adults 
living with severe mental illness in the US (NIMH, 2019),  as well as the increased 
mental health needs as a result of the COVID-19 pandemic (Czeisler et al., 2020), 
continued attention in the areas of workforce development and preparedness is essential 
to achieve stabilization of this subset of the U.S. adult population. New York State might 
struggle to deal with the increased mental health needs as it faces a 6 billion budget gap 
for the 2020-21 fiscal year which is deemed as the worst deficit since the 2010 recession 
(Spector, 2020). The budgetary constraints may pose a threat to the sustainability of the 
health home model of care coordination, an intervention noted to provide stabilization for 
people with mental illness (Olfson & Chase, 2016). The care coordination workforce is at 
the interface between regulatory requirements and people with severe mental illness 
hence have can influence health outcomes. One might consider engaging in clinical 
supervision practices that support staff self-care and development to equip staff to 
coordinate care in ways that  reduce multiple hospitalization as well as yield less 
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Care Coordinators Survey 
 
You are invited to participate in this confidential survey, which aims to evaluate the 
effectiveness of Clinical Supervision provided to you at your workplace. There are two 
sections that will take about 10 minutes to complete. This investment of your time will 
provide unique and valuable insights to help inform the future development of Clinical 
Supervision.  
 
Section A is designed for individuals currently receiving Clinical Supervision [CS].  
Drawing on your current experience of receiving Clinical Supervision at your workplace, 
please indicate your level of agreement with the following 26 statements by selecting 
the box, which best represents your answer. Do not spend too long thinking about each 
question; your first response is probably the best one. 
  
 






1 Other work pressures interfere with 
CS sessions ⃘ ⃘ ⃘ ⃘ ⃘ 
2 It is difficult to find the time for CS 
sessions ⃘ ⃘ ⃘ ⃘ ⃘ 
3 CS sessions are not necessary/don't 
solve anything ⃘ ⃘ ⃘ ⃘ ⃘ 
4 Time spent on CS takes me away 
from my real work in the   clinical 
area 
⃘ ⃘ ⃘ ⃘ ⃘ 
5 Fitting CS sessions in can lead to 
more pressure at work ⃘ ⃘ ⃘ ⃘ ⃘ 
6 I find CS sessions time consuming ⃘ ⃘ ⃘ ⃘ ⃘ 
7 My supervisor gives me support and 
encouragement ⃘ ⃘ ⃘ ⃘ ⃘ 
8 CS sessions are intrusive ⃘ ⃘ ⃘ ⃘ ⃘ 
9 CS gives me time to reflect ⃘ ⃘ ⃘ ⃘ ⃘ 
10 Work problems can be tackled 
constructively during CS sessions ⃘ ⃘ ⃘ ⃘ ⃘ 
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11 CS sessions facilitate reflective 
practice ⃘ ⃘ ⃘ ⃘ ⃘ 
12 My supervisor offers an unbiased 
opinion ⃘ ⃘ ⃘ ⃘ ⃘ 
13 I can discuss sensitive issues 
encountered during my clinical 
casework with my supervisor 
⃘ ⃘ ⃘ ⃘ ⃘ 
 






14  My CS sessions are an 
important part of my work 
routine 
⃘ ⃘ ⃘ ⃘ ⃘ 
15  I learn from my supervisor's 
experiences ⃘ ⃘ ⃘ ⃘ ⃘ 
16  It is important to make time 
for CS sessions ⃘ ⃘ ⃘ ⃘ ⃘ 
17  My supervisor provides me 
with valuable advice ⃘ ⃘ ⃘ ⃘ ⃘ 
18  My supervisor is very open 
with me ⃘ ⃘ ⃘ ⃘ ⃘ 
19  Sessions with my supervisor 
widen my clinical knowledge 
 base 
⃘ ⃘ ⃘ ⃘ ⃘ 
20  CS is unnecessary for 
experienced/established staff ⃘ ⃘ ⃘ ⃘ ⃘ 
21  My supervisor acts in a 
superior manner during our 
 sessions 
⃘ ⃘ ⃘ ⃘ ⃘ 
22  Clinical supervision makes me 
a better practitioner ⃘ ⃘ ⃘ ⃘ ⃘ 
23  CS sessions motivate staff ⃘ ⃘ ⃘ ⃘ ⃘ 
24  I can widen my skill base 
during my CS sessions ⃘ ⃘ ⃘ ⃘ ⃘ 
25  My supervisor offers me 
guidance with patient/client 
care 
⃘ ⃘ ⃘ ⃘ ⃘ 
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26  I think receiving clinical 
supervision improves the 
quality of 
 care I give 
⃘ ⃘ ⃘ ⃘ ⃘ 
 
Which of the following terms best describes your overall level of satisfaction with the 
Clinical Supervision you currently receive? 
 
o Very dissatisfied 
o Moderately dissatisfied 
o Neither satisfied, nor dissatisfied 
o Moderately satisfied 
o Very satisfied 
 
You have reached the end of Section A; please continue with Section B.  
 
Section B: This section relates to different aspects of your current Clinical 
Supervision arrangements.  
Please answer the questions by selecting the appropriate option, or by entering a 
number. 
Section B: This section relates to different aspects of your current Clinical 
Supervision arrangements.  




1. Do you identify with?   _____Male      _____Female      _____ Non- Binary _____I 
rather not say  
 
2.  You are currently employed as: _____ Care Coordinator _____ Supervisor  
 
About your Clinical Supervision sessions 
Questions 3 through 7 are about your Clinical Supervision sessions Prior to the "NY 
on Pause" order by the Governor of New York State on 3/20/20 because of the 
COVID-19 pandemic.  
 
3. Usually, how often are your Clinical Supervision sessions? 
o Weekly 
o Every 2 weeks 
o Monthly 
o Every 2 to 3 months 
o Over 3 months apart 
 
4. Where do your Clinical Supervision sessions usually take place? 
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o Within the workplace 
o Away from the workplace via Teleconference (Microsoft Team, Zoom, Skype)  
o Away from the workplace via Phone conference 
o In and away from the workplace 
 
5. Usually, are your Clinical Supervision sessions: 
o One-to-one  
o Group 
o Combination of one-to-one and group 
o Other [Please describe] 
_______________________________________________ 
6. Usually, how long are your Clinical Supervision sessions? 
o Less than 30 minutes 
o 31 to 60 minutes 
o More than 60 minutes 
 
7. Please rank each of the following themes between 1 and 4, by how frequently they 
usually arise during your Clinical Supervision sessions. 1 means Most frequent; 4 means 
Least frequent. 
      Rank order 
 Documentation related   ______ 
 Patient/client-related     ______ 
 Self-related       ______ 
 Work environment-related    ______ 
 
From 03/20/2020 to present 
8. Has COVID-19 impacted Clinical supervision sessions? ____ Yes ____ No  
 
9. How often are your Clinical Supervision sessions during the COVID-19 pandemic? 
o Weekly 
o Every 2 weeks 
o Monthly 
o Every 2 to 3 months 
o Over 3 months apart 
o Other_____________________ 
 
10. During the COVID-19 pandemic, where do your Clinical Supervision sessions take 
place? 
o Within the workplace (In-person) 
o Away from the workplace via teleconference (Zoom, Microsoft Team, Skype, 
etc.) 
o Away from the workplace via telephone 




11. During the COVID-19 pandemic, are your Clinical Supervision sessions: 
o One-to-one  
o Group 
o Combination of one-to-one and group 
o Other [Please describe] 
_______________________________________________ 
12. During the COVID-19 pandemic, how long are your Clinical Supervision sessions? 
o Less than 30 minutes 
o 31 to 60 minutes 
o More than 60 minutes 
 
13. Please rank each of the following themes between 1 and 4, by how frequently they 
usually arise during your Clinical Supervision sessions. 1 means Most frequent; 4 means 
Least frequent. 
      Rank order 
 Documentation-related    ______ 
 Patient/client-related     ______ 
 Self-related       ______ 
 Work environment-related    ______ 
 
14. Which of the following terms best describes your overall level of satisfaction with 
Clinical Supervision during this COVID- 19 pandemic? 
 
o Very dissatisfied 
o Moderately dissatisfied 
o Neither satisfied nor dissatisfied 
o Moderately satisfied 
o Very satisfied 
 
15. Which of the following terms best describes the effectiveness of the increase in the 
provision of remote care coordination compared to care coordination provision prior to 
the pandemic? 
 
o Not effective 
o Somewhat effective 
o Effective 
o Very effective 
16. Please enter any additional comments, which are related to your current experience of 













You are invited to participate in this confidential survey, which aims to evaluate the 
effectiveness of Clinical Supervision provided to you at your workplace. There are two 
sections that will take about 10 minutes to complete. This investment of your time will 
provide unique and valuable insights, to help inform the future development of Clinical 
Supervision.  
 
Section A is designed for individuals currently receiving Clinical Supervision [CS].  
 
Drawing on your current experience of receiving Clinical Supervision at your workplace, 
please indicate your level of agreement with the following 26 statements by selecting 
the box, which best represents your answer. Do not spend too long thinking about each 
question; your first response is probably the best one. 
  
 






1 Other work pressures interfere with 
CS sessions ⃘ ⃘ ⃘ ⃘ ⃘ 
2 It is difficult to find the time for CS 
sessions ⃘ ⃘ ⃘ ⃘ ⃘ 
3 CS sessions are not necessary/don't 
solve anything ⃘ ⃘ ⃘ ⃘ ⃘ 
4 Time spent on CS takes me away 
from my real work in the   clinical 
area 
⃘ ⃘ ⃘ ⃘ ⃘ 
5 Fitting CS sessions in can lead to 
more pressure at work ⃘ ⃘ ⃘ ⃘ ⃘ 
6 I find CS sessions time consuming ⃘ ⃘ ⃘ ⃘ ⃘ 
7 My supervisor gives me support and 
encouragement ⃘ ⃘ ⃘ ⃘ ⃘ 
8 CS sessions are intrusive ⃘ ⃘ ⃘ ⃘ ⃘ 
9 CS gives me time to reflect ⃘ ⃘ ⃘ ⃘ ⃘ 
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10 Work problems can be tackled 
constructively during CS sessions ⃘ ⃘ ⃘ ⃘ ⃘ 
11 CS sessions facilitate reflective 
practice ⃘ ⃘ ⃘ ⃘ ⃘ 
12 My supervisor offers an unbiased 
opinion ⃘ ⃘ ⃘ ⃘ ⃘ 
13 I can discuss sensitive issues 
encountered during my clinical 
casework with my supervisor 
⃘ ⃘ ⃘ ⃘ ⃘ 
 






14  My CS sessions are an important 
part of my work routine ⃘ ⃘ ⃘ ⃘ ⃘ 
15  I learn from my supervisor's 
experiences ⃘ ⃘ ⃘ ⃘ ⃘ 
16  It is important to make time for CS 
sessions ⃘ ⃘ ⃘ ⃘ ⃘ 
17  My supervisor provides me with 
valuable advice ⃘ ⃘ ⃘ ⃘ ⃘ 
18  My supervisor is very open with 
me ⃘ ⃘ ⃘ ⃘ ⃘ 
19  Sessions with my supervisor widen 
my clinical knowledge 
 base 
⃘ ⃘ ⃘ ⃘ ⃘ 
20  CS is unnecessary for 
experienced/established staff ⃘ ⃘ ⃘ ⃘ ⃘ 
21  My supervisor acts in a superior 
manner during our 
 sessions 
⃘ ⃘ ⃘ ⃘ ⃘ 
22  Clinical supervision makes me a 
better practitioner ⃘ ⃘ ⃘ ⃘ ⃘ 
23  CS sessions motivate staff ⃘ ⃘ ⃘ ⃘ ⃘ 
24  I can widen my skill base during 
my CS sessions ⃘ ⃘ ⃘ ⃘ ⃘ 
25  My supervisor offers me guidance 
with patient/client care ⃘ ⃘ ⃘ ⃘ ⃘ 
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26  I think receiving clinical 
supervision improves the quality of 
 care I give 
⃘ ⃘ ⃘ ⃘ ⃘ 
 
 
Which of the following terms best describes your overall level of satisfaction with the 
Clinical Supervision you currently provide? 
 
o Very dissatisfied 
o Moderately dissatisfied 
o Neither satisfied nor dissatisfied 
o Moderately satisfied 
o Very satisfied 
 
You have reached the end of Section A; please continue with Section B.  
 
Section B: This section relates to different aspects of your current Clinical 
Supervision arrangements.  




1. Do you identify with?   _____Male      _____Female      _____ Non- Binary _____I 
rather not say  
 
2.  You are currently employed as: _____ Care Coordinator _____ Supervisor  
 
About your Clinical Supervision sessions 
 
Questions 16 through 20 are about your Clinical Supervision sessions Prior to the 
"NY on Pause" order by the Governor of New York State on 3/20/20 because of the 
COVID-19 pandemic.  
 
16. Usually, how often are your Clinical Supervision sessions with your staff? 
o Weekly 
o Every 2 weeks 
o Monthly 
o Every 2 to 3 months 
o Over 3 months apart 
 
17. Where do your Clinical Supervision sessions with your staff usually take place? 
o Within the workplace 
o Away from the workplace Check all that applies ____ Teleconference (Microsoft 
Team, Zoom, Skype) ___Phone conference 
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o In and away from the workplace 
 
18. Usually, are your Clinical Supervision sessions with staff: 
o One-to-one  
o Group 
o Combination of one-to-one and group 
o Other [Please describe] 
_______________________________________________ 
 
19. Usually, how long are your Clinical Supervision sessions with your staff? 
o Less than 30 minutes 
o 31 to 60 minutes 
o More than 60 minutes 
 
20. Please rank each of the following themes between 1 and 4, by how frequently they 
usually arise during your Clinical Supervision sessions. 1 means Most frequent; 4 means 
Least frequent. 
      Rank order 
 Documentation related   ______ 
 Patient/client-related     ______ 
 Self-related       ______ 
 Work environment-related    ______ 
 
From 03/20/2020 to present 
 
21. Has COVID-19 impacted Clinical supervision sessions with your staff? ____ Yes 
____ No  
 
22. How often are your Clinical Supervision sessions with your staff during this COVID-
19 pandemic? 
o Weekly 
o Every 2 weeks 
o Monthly 
o Every 2 to 3 months 
o Over 3 months apart 
o Other [please describe]_____________________ 
 
23. During this COVID-19 pandemic, where do your Clinical Supervision sessions with 
your staff take place? 
o Within the workplace (In-person) 
o Away from the workplace via teleconference (Microsoft Team, Zoom, Skype)  
o Away from the workplace via phone conference 




24. During this COVID-19 pandemic, are your Clinical Supervision sessions with your 
staff: 
o One-to-one  
o Group 
o Combination of one-to-one and group 
o Other [Please describe] 
_______________________________________________ 
25. During this COVID-19 pandemic, how long are your Clinical Supervision sessions 
with your staff? 
o Less than 30 minutes 
o 31 to 60 minutes 
o More than 60 minutes 
 
26. Please rank each of the following themes between 1 and 4, by how frequently they 
usually arise during your Clinical Supervision sessions. 1 means Most frequent; 4 means 
Least frequent. 
 
      Rank order 
 Documentation-related    ______ 
 Patient/client-related     ______ 
 Self-related       ______ 
 Work environment related    ______ 
 
27. Which of the following terms best describes your overall level of satisfaction with the 
Clinical Supervision you are providing to your staff during this COVID- 19 pandemic? 
o Very dissatisfied 
o Moderately dissatisfied 
o Neither satisfied nor dissatisfied 
o Moderately satisfied 
o Very satisfied 
 
28. Which of the following terms best describes the effectiveness of the increase in the 
provision of remote care coordination compared to care coordination provision prior to 
the pandemic? 
o Not effective 
o Somewhat effective 
o Effective 
o Very effective 
29. Please enter any additional comments, which are related to your current experience of 





Thank you very much for your cooperation. 
